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Aneurysms have held an abiding interest for 
surgeons from generation to generation down 
through the ages. A dramatic change in their 
treatment dates back only to the present decade. 
What had gone before in methods of definitive 
therapy is largely obsolete. Not only the modern 
chapter but also the more ancient history of the 
treatment of aneurysms and the gradual ad- 
vances from the early part of this century leading 
to the excision of large arteries and their replace- 
ment by grafts has become quite a fascinating 
story. 

The early chapter goes back, far back, to the 
indefinite time of early recorded medical history. 
It is nebulous at first, for although it is known 
that even in the time of Julius Caesar (11) and 
in the early centuries of the Christian era (28) 
thousands of people were congregated on the 
primitive sites which are now the cities of 
Europe, there was little writing. Only the Greeks 
and Romans were literate and they left us little 
enough in the matter of records. 

Hippocrates (36) apparently was not familiar 
with aneurysms, but Galen (27) (131 to 201) 
mentioned them and was acquainted with those 
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which occur from injury to an artery and with 
pulsating false aneurysms under the skin; how- 
ever, it is questionable whether he understood 
the spontaneous type. Aetius (2) (sixth century) 
more clearly defined the traumatic aneurysm 
and gave as an example one which occurs at the 
bend of the elbow “when an unskilled surgeon 
on opening a vein at the bend of the elbow punc- 
tures the artery that lies beneath.” Aetius ap- 
parently thought that blood must escape from 
the artery to cause an aneurysm, and he may 
not have understood true aneurysm due to ec- 
tasia of an artery. 

The earliest record of attempted therapy was 
a formidable one and the report is attributed to 
a Greek named Antyllus, a contemporary of 
Celsus and Tiberius Caesar, who lived in the 
first century. Nothing is known of Antyllus’ life. 
His writings have been destroyed and his ideas 
are recorded for us in the works of Oribasius 
who compiled the medical knowledge extant at 
his time. Oribasius lived from 325 to 403 A.D. 
The following is a translation from Oribasius 
made by Livingstone of Corpus Christi College 
(Oxford) for Sir William Osler (54). Oribasius 
quoted the following from the works of Antyllus 
on aneurysm: 
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“There are two different kinds of aneurysms. 
The one occurs when there is local dilatation of 
an artery. The other kind arises from the rupture 
of an artery and the discharge of blood into the 
flesh beneath it It is foolish to follow the 
practice of the ancient surgeons and decline to 
treat any aneurysm, but it is dangerous to ap- 
ply surgical treatment to all types. So we will 
excuse ourselves from treating aneurysms of the 
armpit, groin, and neck, on the ground that the 
vessels are large and that it is impossible or dan- 
gerous to isolate and tie them. We also decline 
exceptionally big aneurysms even if they occur 
elsewhere. But we will operate as follows on 
aneurysms in the extremities, the limbs and the 

We will make a straight incision in 
the skin, the whole length of the vessel; then after 
separating the edges of the incision with hooks 
we will carefully sever all the membranes be- 
tween the skin and the artery. Then, pushing 
aside with blunt hooks the vein adjacent to the 
artery, we will expose the dilated portion of the 
artery on all sides. Next we will introduce the 
head of a probe underneath and, lifting the an- 
eurysm, insert along the probe a needle with a 
double thread so that it passes beneath the ar- 
tery. . . . Then taking two ends of one of the 
threads, we will pass them gently to one end of 
the aneurysm and tie them with precision. Simi- 
larly we will pass the other thread to the oppo- 
site end of the aneurysm and then tie up the 
artery so that the entire aneurysm lies between 
the two ligatures. Then we will lance the an- 
eurysm with a small incision at its center; in 
this way its contents will all be evacuated with- 
out any danger of hemorrhage. Those who tie 
the artery as I advise, at each extremity, but 
amputate the intervening dilated part, perform 
a dangerous operation. The violent tension of 
the arterial pneuma often displaces the liga- 
tures.” 

It is notable that Antyllus ligated the vessel 
proximal and distal to an aneurysm. Ligation 
remained the procedure of choice until modern 
times, and during the Middle Ages several sur- 
geons who used it have their names attached to 
minor variations in the method of its applica- 
tion. It is also notable that although Antyllus 
ligated the aneurysm, ligatures were not rou- 
tinely employed to control hemorrhage until the 
great Ambroise Paré (55), who lived from 1509 
to 1590, made this one of the fundamental fea- 
tures of every operation. Up to the time of the 


Renaissance, Galen’s dictums and theories pre. 
dominated, and the real dividing line between 
the early period and the modern era was drawn 
by Vesalius. In 1543 Vesalius (62) published 
‘De Humani Corporis Fabrica.’’ He was the 
first to describe aneurysms in the great vessels of 
the thorax (65). Ambroise Paré (1509 to 1590), 
during the same century, was one of the first to 
associate the formation of certain aneurysms 
with venereal disease and he was one of the first 
to describe the bruit associated with the dis- 
ease. 

In the next century, Harvey (34) published 
(1628) his famous work, “‘Exercitatio Anatomica 
de Motu Cordis et Sanguinis in Animalibus.” 
This explained clearly the circulation of the 
blood, but for a long time this knowledge had 
little if any effect upon the treatment of aneu- 
rysms. It is true that in the sixteenth, seven- 
teenth, and eighteenth centuries, the ligature of 
aneurysms was practiced sporadically. Guil- 
lemeau (33) in 1594 made a proximal single 
ligation for an aneurysm at the elbow. He stated 
that the aneurysm was the size of a fist and that 
it resulted from previous injury to the artery dur- 
ing bloodletting. After Guillemeau’s operation 
the patient recovered and his arm was restored 
to normal. 

Anel (5) whose name seems to be more promi- 
nently associated with proximal ligation, per- 
formed the same procedure in 1710 on a poor 
friar who had a similar aneurysm in the right 
anticubital space. Anel, who lived from 1628 to 
1725, was a pupil of Petit and a native of 
Toulouse, but he performed the operation in 
Rome when he was traveling there, and, among 
others, Lancisi, the famous physician, was pres- 
ent at the operation. The friar recovered com- 
pletely and a year later wrote a letter from 
Livorno expressing his undying gratitude for 
“snatching me from the arms of death.” 

Pierre Brasdor (1721 to 1797) is frequently 
mentioned in connection with ligation of the 
vessel distal to an aneurysm. According to 
Holmes (37), Brasdor left no written work nor 
did he ever put distal ligation into practice, al- 
though he suggested the method. Desault (20) 
described distal ligation and Brasdor was one of 
the consultants present at the operation. James 
Wardrop (64), an Englishman, performed the 
operation in 1825 and left a good description of 
it. His name is most closely associated with distal 
ligation. He stated: “Those cases of aneurysm 
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wherein it is impractical to put a ligature on the 
artery between the tumor and the heart have 
hitherto been deemed incurable. In those cases 
where the aneurysm has been cured either 
spontaneously or by tying the artery between the 
tumor and the heart, the curative process has 
been effected by the coagulation of the blood 
contained in the tumor. It is remarkable that 
surgeons should not have taken advantage of this 
fact and, in those cases where the artery could 
not be tied between the tumor and the heart, 
have tied it beyond the tumor.” Wardrop oper- 
ated upon a 75 year old woman for a swelling in 
the right side of the neck which was diagnosed as 
an aneurysm of the carotid artery. So closely did 
the mass come in contact with the clavicle that 
it was impractical to ligate the artery below it. 
He ligated the carotid artery just distal to the 
aneurysm. There was a gradual decrease in the 
size of the aneurysm and at the end of the fifth 
week the patient’s neck had nearly resumed its 
natural form. Her general health appeared to be 
completely re-established. 

Other surgeons have their names associated 
with the ligation of aneurysms, but the only man 
who made a real variation in this method, which 
in reality dates back to the time of Antyllus, was 
the great John Hunter (41). Hunter lived from 
1728 to 1793 and, as we all know, he is cited as 
being ‘‘one of the greatest of the great’’ (51), per- 
haps one of the four great surgeons of all times. 
In attempting to determine at this time why his- 
tory carries him with such fame, one finds that 
as far as innovations are concerned it is difficult to 
justify it. But we do know about him: He was an 
untiring worker, his capacity for work seems to 
be an impressive feature of his life, he always 
worked. He was a student of comparative ana- 
tomy and dissected more than 500 species of 
animals. He collected some 13,000 specimens for 
a great museum. He wrote a number of articles, 
four of which (one on the teeth, another on gun- 
shot wounds, another on venereal diseases, and 
another on inflammation) are stated to be 
among his best. However, the article which car- 
ries more fame for him than any was that on 
aneurysm, and in reality he did not write it 
himself for he delegated this to his brother-in- 
law, Home. Home (38, 39) described how Hun- 
ter, in operating for a popliteal aneurysm at St. 
George’s Hospital, London in 1785, made an 
incision on the anterior inner side of the thigh, 
opened the fascia at the posterior border of the 


sartorius muscle, and tied the femoral vessel at 
two places with a double ligature. This fascial 
area has since been called Hunter’s canal. The 
patient recovered and the aneurysm shrunk 
down to a very hard mass. The idea was to tie 
the vessel where it was normal, for experience 
had taught Hunter that when it was tied just 
proximal to the ectasia the ligature cut through 
the diseased tissue and hemorrhage frequently 
ensued. Moreover, he performed experimental 
work in dogs. One inch of the external coat of the 
carotid artery was removed. In 3 weeks the dog 
was killed. Examination showed that the wound 
was healed and the artery was neither increased 
nor decreased in size. From this he concluded 
that an aneurysm developed in a diseased artery. 

Hunter’s patient died 15 months after opera- 
tion apparently of a different illness. The speci- 
men comprising the femoral and _ popliteal 
artery was obtained. The sac was the size of a 
hen’s egg and it contained a solid coagulum. 
Four other such operations performed by Hunter 
were reported by Home. One of the patients died 
of a hemorrhage. Four of the 5 had a good re- 
sult. It is interesting that Home, in the same 
article, reported that he had heard of another 
patient treated by this method at St. Thomas’ 
Hospital and the result was reputed not to have 
been successful. He also stated that he thought 
the reason it was not successful was that the me- 
thod was improperly applied. He hesitated to 
ask the surgeon to give him a report of the case 
but he finally did. The surgeon stated that, after 
compressing the femoral vessel at Poupart’s liga- 
ment, he ligated the artery high in Scarpa’s tri- 
angle for a large aneurysm of the femoral vessel. 
The patient died of sepsis, and Home ends by 
stating that his suspicions of inept application of 
the method were correct. 

Now the story about the treatment of aneu- 
rysms up to that time is generalized as if it were 
for all aneurysms, but in reality all of these me- 
thods were applied only to aneurysms of the peri- 
phery. In 1864 something definite was done in 
an attempt to control aneurysms in the large 
cavities of the body. A British surgeon named 
Moore (52), at the Middlesex Hospital, pushed 
26 yards of fine iron wire into an aneurysm of the 
ascending aorta in a 27 year old man. The idea 
was to cause a firm ciot in the sac. The aneu- 
rysm pulsated less, but the man died 5 days 
later. At necropsy the wire was found wadded in 
the sac and surrounded by clot. There were 
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multiple abscesses in the kidneys. Moore’s meth- 
od, however, was not the earliest use of this 
principle. In 1831 Velpeau (61), the great 
French surgeon, introduced three pairs of sew- 
ing needles into an aneurysmal sac, crisscrossing 
them to stimulate coagulation. The needles were 
left there 5 days. This is the acupuncture for 
which the Chinese are noted, and very likely 
this was tried sometime before Velpeau. 

Corradi, a professor at Pavia in 1879, elabo- 
rated on Moore’s method. Corradi did not pub- 
lish the method but it was reported by Filippi 
(26), and it was again cited by Marcacci (49). 
Corradi not only suggested the method as is re- 
counted in some articles, but he actually per- 
formed the operation. He introduced, through a 
needle, 42 cm. of No. 30 iron wire into an aneu- 
rysm of the upper right chest. The protruding 
wire was attached to the positive pole of a bat- 
tery while a negative plate was applied to the 
chest wall. After 45 minutes the tumor seemed 
not to pulsate any longer. After 25 days the ex- 
pansile pulsation of the aneurysm had disap- 
peared. Since then wiring and electrolysis has 
been known as the Moore-Corradi treatment. 
Prior to Corradi, however, Ciniselli (14) com- 
bined acupuncture with four to ten needles and 
electrolysis for the treatment of aneurysms. One 
electrode was connected with a needle and the 
other was applied through a saline compress to 
the surface of the skin in the region of the aneu- 
rysm. 

Hunner (40) in 1900 collected all reported 
cases of wiring and electrocoagulation (23) and 
estimated that a cure of the aneurysm resulted in 
4 (17 per cent) of patients treated by the Moore- 
Corradi method. More accurately, the method 
retarded the progress of some of the aneurysms 
and alleviated the pain associated with aortic 
aneurysms, but these results were temporary and 
the final result was almost invariably the same, 
ie., failure. Rarely did an aneurysm become a 
“dead” aneurysm. Wiring has been employed 
until very recent years when the pack method 
became popular. It is significant too that, until 
the development of more spectacular methods 
recently, Blakemore (9) was attempting to in- 
troduce a loop of wire in quantity into the aneu- 
rysmal sac and apply to each of the extruding 
ends a current which was optimum in time and 
strength to stimulate clotting. 

A very significant advance came in 1888 with 
the work of a surgeon, Rudolph Matas (50, 51), 


who still lives and who since then became very 
famous for this and other work. The first endo. 
aneurysmorrhaphy was performed in 1888 for 
aneurysm of the brachial artery, which he said, 
‘resisted proximal and distal ligation.” In its 
obliterative form the operation consisted of 
opening the aneurysm, evacuating the clots, and 
sewing the walls and the ostia of the feeder ves- 
sels to complete obliteration. One objective of 
this method was to preserve the collateral blood 
supply to the peripheral vessels, some of which 
was lost by proximal and distal ligation. The 
method worked well for aneurysms of the major 
vessels of the extremities but was not successful 
for aneurysms in any part of the aorta. Matas 
(51) stated in 1909 that it is not likely that aneu- 
rysms of the aorta would ever be operated upon 
successfully. 

The modern advances began at the end of the 
last century. A number of surgeons then were 
doing experimental work on the suture of arter- 
ies. Prior to that, in 1759, a British surgeon from 
Newcastle upon Tyne, named Lambert (45) had 
the idea of restoring the lumen of a lacerated 
brachial artery by sticking a harelip pin through 
the edges of the artery. This was accomplished 
by his colleague, Hallowell. Apparently in 
earlier days pins instead of sutures were em- 
ployed to approximate the cut surfaces in the re- 
pair of a harelip. This ““Lambert’”’ sounds like 
‘‘Lembert” (46), famous for the Lembert in- 
testinal suture. The latter, however, was a 
Frenchman who in 1826 first described the meth- 
od of inverting the edges of the intestine to 
secure anastomosis by approximating serosa to 
serosa. 

Eck (23), a Russian surgeon, in 1879 probably 
first accomplished the union of two blood vessels 
when he established a communication between 
the portal vein and the vena cava in the dog. It 
is surprising that in his original communication 
Eck suggested that this method might be em- 
ployed with benefit for cases of ascites in the 
human being (23, 13). 

Several experimentalists were attempting to 
find the correct method of suturing lacerated 
vessels and of anastomosing vessels in the last 
decade of the ninteenth century. In 1891 Jas- 
sinowsky (43) of Odessa came close to the cor- 
rect technical solution. He experimented upon 
the lacerated (partially cut) carotid artery or 
abdominal aorta in calves, horses, and dogs. Jas- 
sinowsky made his sutures penetrate the ad- 
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Fic. 1. The first description of the “‘proper” method of anastomosing arteries (Jaboulay, M., and 
Briau, E. Lyon med., 1896, 81: 97.) In this article the successful experimental bridging of an arterial 
defect in the dog is described. It is also predicted that this method would be used in the treatment 


of aneurysm. 


ventitia and media, but not the intima. He ex- 
plained the advantage of this as being the pre- 
vention of bleeding from the needle wounds. He 
employed temporary clamps to segregate the 
wounded segment of the vessel. He used inter- 
rupted sutures and tied each after the next suture 
was placed. He realized the value of compressing 
the vessel with the fingers to stop oozing and 
spurting between the sutures. However, his ob- 
jective was to repair lacerated wounds and not 
to accomplish anastomosis. He stated that if 
there is a large wound with retraction of the ves- 
sel stems, the idea of repair must be given up and 
a double ligature applied. 

In 1895 R. P. Heidenhain (35) repaired a 
vessel in a breast operation by approximating 
intima to intima. He also accomplished this in 
animals but his objective was to repair the wound 
and not to anastomose or graft. 

Apparently the first description of what we 
know today as the optimum method of anasto- 
mosing vessels was given by Jaboulay and Briau 
(42) (Lyon med.), in 1896. They made through- 
and-through everting interrupted sutures ap- 
proximating intima to intima. Moreover they 
not only anastomosed the cut vessel but they 
crossed the carotid circulation from one side of 
the neck to another in the dog and placed an ex- 
cised segment of an artery as a graft. After 4 or 5 
days they found no modification of the graft. 
They state these facts may be of value in the 


treatment of contusion of the large arteries, 
atheroma of the peripheral arteries, and aneu- 
rysms, which may be replaced by a graft. 
Salomoni (56, 57) reported success with the 
same type of intima to intima suture in suturing 
the cross cut aorta of the dog in 1900 and 1903. 


John B. Murphy (53) wrote an important 
paper in 1597. He recorded experimental work 
in animals and one successful clinical case, the 
first successful repair of arterial injury in a 
human being by excision of the damaged seg- 
ment and anastomosis. In his method he invagi- 
nated the proximal into the distal stem of the 
artery, thus compromising the lumen, but he 
successfully restored the circulation to the ex- 
tremity of a human being. Even at that time he 
did not realize or know the modern technique of 
arterial anastomosis which had just previously 
been described by Jaboulay and Briau. 


Fic. 2. Anastomosis of an artery with invagination of 
the proximal into the distal stem. (Murphy, J. B. Med. 
Ree, Nz ¥., 1697, 732) 
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Fic. 3. Alexis Carrel, who received the Nobel Prize in 
1912 for his work on vascular suture, and vessel and 
organ transplantation. A native of France, he graduated 
from the Université de Lyon, Faculté de Médecine, in 
1900. He did much of his productive work at the Rocke- 
feller Center for Medical Research in New York. (Law, 
F. H. Modern Great Americans. New York: Century Com- 
pany, 1926.) 


Carrel (12), a doctor and experimentalist 
from Lyon, France, who did most of his work in 
this country, first in Chicago and later at the 
Rockefeller Foundation, standardized arterial 
suture technique and initiated the transplanta- 
tion of vessels and organs. He received the 
Nobel Prize for his work in 1912—the first Nobel 
Prize in medicine awarded to an American (59). 
By 1907 he had predicted that aneurysms could 
be removed with the vessel and the segment of 
vessel replaced by a graft from another human 
being. Carrel was able, almost with unfailing 


Fic. 4. An illustration by Gross describing the suc- 
cessful use of human homologous grafts for bridging 
long coarctation defects in the aorta. This method was 
first used on May 24, 1948. (By permission of Robert E. 
Gross. Circulation, 1950, 1: 41.) 


success, to excise the aorta in a dog and to re. 
place it with the aorta from another dog. He re. 
versed the circulation in the extremities, trans. 
planted the heart of animals into the neck, and 
transplanted the kidney of a dog into the neck 
and had it secrete urine. Carrel was not a prac- 
ticing physician. He was an experimentalist and 
his methods were not put into practice until 
many years later. 

Lexer (47) of Jena, at the Deutche Geschell- 
shaft fur Chirurgie in Berlin in 1913, showed a 
patient in whom an aneurysm of the femoral 
artery had been excised and a graft of the saphe- 
nous vein was used to replace this segment. 

Many years went by and the progress of vascu- 
lar surgery was slow. Then at the end of the third 
decade of this century the direction and speed of 
the progress to the modern treatment of aneu- 
rysms began to change. In 1939 Gross (31) re- 
ported the successful ligation of a patent ductus 
arteriosus. In the 1940’s several things happened 
which gave a tremendous impetus to this branch 
of surgery. In 1944 Crafoord (16) of Stockholm 
successfully excised the constricted segment in a 
case of coarctation of the aorta and established 
continuity by direct suture. A few months later 
Gross of Boston independently accomplished this 
same thing. Gross and Hufnagel (32) had al- 
ready performed experimental work in dogs with 
this objective. Moreover, about the same time, 
Blalock (10) was making important advances in 
shunting the circulation for cardiac abnormali- 
ties. His first report was made in 1945. Subse- 
quently, Gross used homologous grafts to bridge 
the gaps (29, 30) after excision of long coarcted 
segments, and these homologous grafts in the 
modern era are the oldest implants, now extant 
for about 8 years, having first been used May 24, 
1948. Other reports were coming out which 
showed increment advances along unknown 
margins. In 1946 Alexander (3, 4) of Michigan 
excised an aneurysm of the aorta which was as- 
sociated with coarctation, but he did not re- 
establish continuity. In 1949 Swan (60), opera- 
ting for coarctation, excised the coarcted seg- 
ment and an associated aneurysm, and restored 
the aorta by a homologous graft. Although the 
indication for the operation was coarctation, 
this was apparently the first aneurysm of the 
aorta to be removed and replaced by a graft. 

Apparently the first man to attack aggres- 
sively a large aneurysm of the aorta because it 
was an aneurysm, remove it, and restore the 
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aorta with a homologous graft was Dubost (21, 
22), a Frenchman, who accomplished this in 
1951. The patient had an arteriosclerotic aneu- 
rysm of the lower segment of the aorta below the 
kidneys. He recovered following the operation. 
A subsequent report, 5 months after the opera- 
tion, stated that he was still well. Since that time 
the advances have been rapid and numerous in- 
vestigators have contributed to them. Among 
them should be cited Julian (44), who did an 
implantation of an aortic graft for a Leriche 
syndrome in March, 1952, and for aneurysm in 
October, 1952; and DeBakey and Cooley (17, 
18, 19), whose brilliant personal experiences 
have firmly established and broadened this field 
of surgery. They accomplished removal of the 
distal aortic arch under hypothermia and made 
other technical advances and innovations. Also 
Hufnagel, Schafer (58), Blakemore, Bahnson 
(6), and many others have made important con- 
tributions to this field. 

Now it is an established fact that aneurysms 
can be removed all along the aorta by excision 
of the affected segment and replacement with a 
graft. In addition, plastic material such as vin- 
yon-N, introduced by Voorhees, Jaretzki, and 
Blakemore (63), orlon, or numerous other types 
of artificial fibrous material seems to work per- 
fectly satisfactorily as a scaffold for the formation 
of new vessels. Vinyon-N, which has a wide mesh, 
has to be preclotted but it works well. The great 
satisfaction of the artificial fibrous tube is its sim- 
plicity and availability. A little oozing occurs 
at first after the placement of such a graft, but it 
is not enough to be alarming and is quickly con- 
trolled as the clotting in the mesh proceeds. Sub- 
sequently, nature forms a true living tube on this 
scaffold by the invasion of fibroblasts and the in- 
growth from each end of a lining of endothe- 
lium. These artificial fiber tubes have now been 
used for about 3 years, and the reports of their 
permanent value are very encouraging. So far, 
the possibility of long term complications, ec- 
tasias and fragmentation, has not yet been de- 
termined, nor has it been proved that the dura- 
tion of uncomplicated patency is longer for 
homologous grafts than for artificial fiber tubes. 
The homologous grafts are more amenable to 
sewing and they pulsate more elastically after 
they are opened. Homologous vessel grafts are 
still preferable, but they are not always avail- 
able, and even in a large city it is difficult to 
have homologous material in store at all times, 


Other important advances are occurring. It 
has been long known, as a matter of fact, Carrel 
knew, that if the aorta was crossclamped in the 
thorax paraplegia might ensue. Furthermore, 
Blalock appreciated this and reported 2 in- 
stances (7, 8) of paraplegia which occurred dur- 
ing operation performed for coarctation of the 
aorta, in which condition the collateral circula- 
tion usually precludes such a complication. This 
indicates the importance of an adequate blood 
supply to the spinal cord at all times. 

In order to find a method whereby segments 
of the thoracic aorta could be replaced without 
the danger of paraplegia or death from back 
pressure on the heart, Mahorner and Spencer 
(48), in 1952, elaborated a method experimen- 
tally in dogs whereby the circulation could be 
continued in the aorta while a shunt graft was 
being placed. U-type clamps were applied at 
two different levels. Even if 40 per cent of the 
aortic lumen was unoccluded and end-to-side 
anastomoses between the shunt graft and open- 
ings in the partially occluded aorta at the two 
levels were accomplished, no neurologic symp- 
toms occurred. After the blood circulated 
through the shunt the intervening segment of 
aorta was excised. A modified technique was used 
successfully in human beings by Herbert Adams 
(1) to remove the distal arch of the aorta. 

Recent reports in the literature show that it is 
feasible to remove the upper abdominal aorta, 
even including the celiac axis and the mesenteric 
artery, and replace it with a graft, the two im- 
portant vital arterial stems being sewn in posi- 
tion (25). Moreover, the segment of the aorta, 
including a renal artery, has been successfully re- 
placed with preservation of the kidney (24), so 
that now any segment of the aorta distal to the 
proximal arch lends itself to removal when it is 
involved with an aneurysm. Even the arch may 
finally be successfully replaced as two near suc- 
cesses (58, 15) have been reported. The opera- 
tions are not easy. The closer to the heart, the 
more dangerous and difficult they are. However, 
brilliant results may be obtained not only for 
aneurysms but for obstructions. The Leriche 
syndrome is a particularly fortuitous lesion for 
excision and graft. 

This is the situation as of January, 1956 and 
progress will continue. One of the striking 
features in all this amazing story is the timing in 
development. In retrospect, the secret of the 
solution was there all along, or at least through- 
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out the last 50 years. Obvious now, like the 
significance of Penicillium notatum is obvious 
now, to all the generations of students and doc- 
tors who overlooked it but seeing ignored the 
now obvious. In all such reviews today the 
rapid and increasingly rapid developments 
should give incentive and encouragement to the 


new investigators and surgeons who can visualize. 


in the messages from the past not restricted 
fields for endeavor and accomplishment, but 
even broader horizons which will yield new 
truths and new methods for their efforts for 
betterment of the estate of mankind. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


HEAD 


Clostridial Infection of the Scalp—Case ag 
Brooke Roserts and GeorceE M. Austin. Ann. Surg., 
1957, 145: 123. 


SprEADING Clostridial infections in the absence of ma- 
jor vessel injury are uncommon, and clostridial in- 
fections about the face and scalp are distinctly rare. 
The case reported here was not only unusual in both 
regards, but in addition, showed many uncommon 
clinical features. 

The case was that of a 24 year old woman who was 
seen in the hospital 30 hours after sustaining a severe 
injury to her scalp when she was thrown through the 
roof of a convertible automobile and struck her head 
on the ground. She had been given emergency treat- 
ment consisting of the administration of tetanus anti- 
toxin and penicillin, and the suturing of her wound 
elsewhere. Skull roentgenograms were negative and 
after a few hours of observation she was allowed to go 
home. While at home she developed a throbbing 
headache and anorexia. Twenty-five hours after in- 
jury she noticed edema in the area of the wound and 
experienced increased pain. This edema then spread 
rapidly into the surrounding tissues and soon it in- 
volved the upper portion of her face. Within 5 hours 
her eyes were swollen shut and she was rushed to the 
hospital. 

Examination showed a marked swelling that ex- 
tended to her mouth. Her temperature was then 
101.8 degrees orally and her pulse was 100. She was 
mentally clear but unable to see because of the edema 
of her eyelids. There were no signs of meningitis, and 
except for the head and a few scattered abrasions, the 
rest of the physical examination was essentially nega- 
tive. The wound, a jagged laceration approximately 7 
inches long, was draining some rather thin, brown, 
foul-smelling material mixed with particulate dirt, 
and was surrounded by much edema. All sutures were 
removed immediately and preparations made for 
operative débridement. Her leukocyte count was 
23,500 and her hemoglobin was 99 per cent. 

Before operation she was given 0.5 grams of ter- 
tamycin intravenously, 3,000 units of tetanus anti- 
toxin, 300,000 units of slow and 300,000 units of fast- 
acting penicillin, plus 0.5 grams of streptomycin. By 
then the edema had extended into her neck. At oper- 
ation the galea and periosteum were found to be ex- 
tensively torn, and particulate matter was embedded 
between the periosteum and the calvarium as well 


‘as between the galea and periosteum. In order to 
remove the necrotic tissue, it was necessary to excise 
several square inches of periosteum and galea, the 
wound edges, and much subcutaneous tissue. The 
wound was left completely open after being liberally 
sprinkled with bacitracin. After completion of this 
débridement, it was noted that the edema had ex- 
tended into her neck and consequently a tracheotomy 
was done. No crepitation or gas sensation was en- 
countered in the neck dissection. 

Postoperatively, the edema continued to spread. 
She was given large daily doses of antibiotics of a wide 
range of activity and bacitracin was used locally in 
the wound. Although the wound seemed to improve 
markedly, the patient became increasingly ill. 

On the day following operation the leukocyte count 
had risen to 31,200 and there were definite signs of 
shock. Because of the increase in the facial edema, 
heparin was given to prevent cavernous sinus throm- 
bosis. On the third postoperative day signs of acidosis 
developed and it was not until this time that the labo- 
ratory was able to identify the spore-forming organism, 
Clostridium welchii. Immediately she was given poly- 
valent gas gangrene antitoxin amounting to a total of 
30 vials in the next 3 days. Each vial contained 
10,000 units of Clostridium welchii antitoxin, 10,000 
units of septicum, 3,000 units of histolyticum, 1,500 
units of oedematiens, and 1,500 units of sordellii anti- 
toxin. The broad spectrum antibiotics were increased 
in dosage and the administration of penicillin and 
chloromycetin also was continued. Severe derange- 
ment developed in the kidney and liver function and 
in the protein and electrolyte balance; bilateral pleural 
effusion was treated by aspiration. 

Approximately 11 days after her admission to the 
hospital, the first definite signs of improvement were 
shown and she gradually returned to a satisfactory 
state of health. On the twelfth postoperative day the 
tracheotomy tube was removed, and 4 weeks after 
admission skin was grafted on the scalp wound under 
local anesthesia. Three days later she was discharged 
from the hospital. At no time was gas seen or felt by 
any observer, either locally at the wound, or elsewhere 
in her body. — Matthew H. Evoy, M.D. 


Tuberculosis of the Cranial Bones (La tubercolosi 
delle ossa del cranio). GrusEpPE CANEPA. Arch. chir. 
ortop. med., 1956, 21: 413. 

THE AUTHOR discusses 12 cases (16 per cent) of tuber- 

culosis of the cranial bones found among 7,500 cases 
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of osteoarticular tuberculosis observed at the Santa 
Corona Hospital in Pietra Ligure, Genoa. 

Although tuberculosis is the most frequent inflam- 
matory disease of the skull, its occurrence is ex- 
tremely rare. It is most frequently found in children, 
and the frontal bone is its most common localization. 
Nine patients had single lesions, and 3 had multiple 
lesions. 

When other tuberculous lesions are absent there is 
a certain amount of difficulty in making the diagnosis 
because other lesions, such as osteomyelitis, osteo- 
dystrophy, and tumors cannot be excluded with ease. 
Tuberculous meningitis is a very rare complication. 

The author favors supportive and antibiotic medi- 
cal therapy, limiting surgical intervention to the re- 
moval of the larger pieces of necrotic bone. 

—Sergio V. Proserpi, M.D. 


Tuberculosis of the Facial Bones (La tubercolosi delle 
ossa della faccia), GrusEpPpE CANEPA. Arch. chir. 
ortop. med., 1956, 21: 375. 


Amonc 7,500 cases of tuberculosis of the bones and 
joints admitted in the last 20 years to the Santa 
Corona Hospital in Pietra Ligure, Genoa, only 34 
or 0.45 per cent were of the facial bones. 

The incidence of the disease decreases with the age 
of the patient. Often other tubercular lesions of the 
bones or lungs are present. The presence of lesions 
of the teeth and gums favors the establishment of the 
infection. 

The localization, in 17 patients, was in the mandi- 
ble; in 9, the malar bones; and in 8, the upper 
maxilla. Fracture of the mandible is a very rare 
occurrence in spite of the extension of the lesion. 

The diagnosis, which is easy to make when other 
tubercular lesions are present, is difficult when the 
localization in the facial bones is the primary lesion 
or the most evident. 

The mortality rate is about 10 to 15 per cent, with 
the majority of the deaths occurring in patients with 
multiple localizations. 

The treatment was conservative and surgery was 
resorted to only when a sequestrectomy was needed. 

—Sergio V. Proserpi, M.D. 


Tumors of the Salivary Gland (I tumori delle ghian- 
dole salivari), G. MoNnTELLA and P, F. Fontana. 
Ann. ital. chir., 1956, 33: 619. 


THE AUTHORS present an exhaustive review of classifi- 
cations of salivary gland tumors, theories of origin, and 
pathological classifications. They then report their 
personal experience based on 45 cases observed in the 
Surgical Clinics of Bologna. 

Adenomas are rare tumors, most frequently ob- 
served in patients between the ages of 30 and 60 and 
almost always females. 

Lipomas are rare, almost never seen in patients less 
than 30 years of age and almost exclusively males. 

Fibromas are extremely rare and considered by 
some to be of extrasalivary gland origin as are the 
myxomas. 

Angiomas are also rare tumors, almost exclusively 
seen in infants during the first month of life. They are 
believed to be of congenital origin and may locally 
invade the surrounding tissue. 


Lymphangiomas are also rare and have a similar 
age incidence. 

Chondromas have been reported by some authors 
as isolated tumors, but are believed by others to rep- 
resent merely a part of a mixed tumor. 

Adenolymphomas (Warthin’s tumors) are not un- 
common and may occur in any age group, usually in 
the fifth, sixth, and seventh decades. They are usually 
seen in men and most commonly in the parotid gland, 
They are very slow in growth and have minimal 
symptoms. 

Mixed tumors represent the most common form of 
salivary gland tumors. Approximately 80 per cent of 
them are to be found in the parotid glands, 19 per cent 
in the submaxillary, and the remainder in the sub- 
lingual glands. Mixed tumors represent approxi- 
mately 50 to 70 per cent of all salivary gland tumors. 
They may occur at any age but are most common 
during the third, fourth, and fifth decades. 

Malignant tumors represent approximately 1 to 2 
per cent of the salivary gland tumors. They are 
usually unilateral and most common in men. They 
occur at any age but are most frequently seen in the 
fifth and sixth decades. Again, the parotid gland is 
the one most frequently involved. 

Carcinomas are not frequent and usually grow 
rapidly. 

Sarcomas are a rare type of malignant condition 
and probably represent less than 1 per cent of the 
salivary gland tumors. They are generally seen in a 
younger age group than the carcinomas, most com- 
monly in the third and fourth decades. They usually 
grow rapidly, invade the surrounding tissues, and 
may involve the skin. 

Malignant mixed tumors are believed to result from 
malignant degeneration of benign mixed tumors, in 
about 15 per cent of the latter. This is usually sug- 
gested by sudden rapid growth in a parotid tumor 
which has been present for a long period of time. 

Cylindromas are more frequently seen in women 
and their exact degree of malignancy is open to ques- 
tion. 

The authors briefly review the various operative 
approaches and recommend surgical extirpative ther- 
apy coupled with radiation therapy when indicated. 

Forty-five salivary gland tumors were seen by the 
authors; 98 per cent were in the parotid gland and 
2 per cent in the submaxillary gland. Pain was present 
in 24 per cent of the patients. Twenty-four per cent 
of the tumors were malignant, 73 per cent were 
mixed, and 2 per cent were adenolymphomas. Facial 
paralysis was seen as a postoperative complication in 
6 cases; it was transient in all but 1 case. Ten patients 
had a recurrence of their tumor and, of these, 1 had 
two recurrences and another 4. Of the 45 cases re- 
ported, 44 were followed up; 4 patients had died be- 
cause of their malignant condition. 

—George L. Nardi, M.D. 


Cuntyiorees for the Persistently Painful Tem- 
oromandibular Joint. FREp A. HENNy and Opus 
. BALDRIDGE. 7. Oral Surg., 1957, 15: 24. 


AN OPERATIVE PROCEDURE is presented in which a 
high condylectomy is utilized for the relief of persis- 
tent temporomandibular joint pain. This method was 
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utilized successfully in 20 patients after extensive con- 
servative therapy had proved inadequate. In addition 
to pain, there was also limiiation of motion and ten- 
sion in many of the patients. 

The anatomic explanation for the success of the 
procedure is based on the report of Sicher who demon- 
strated that the posterior border of the disc of the 


_ joint is bound by a loose connective tissue which 


carries much of the vascular and nerve tissues. His 
observations indicate the need for decreasing the 
pressure on the disc and on the nerve supply posterior 
to it, especially in those individuals having persistent 
symptoms following conservative therapy. 

The operative procedure is carried out under a 
local anesthetic. Following an incision made imme- 
diately anterior to the auricular cartilage, the dissec- 
tion proceeds to the level of the joint capsule which is 
exposed by blunt dissection and opened through an 
L-shaped incision. The condyle is exposed, the menis- 
cus is carefully avoided, and the head of the condyle 
is removed by making a drill-cut at its base and 
stripping the condyle from the surrounding tissues. It 
is essential that the meniscus, condylar neck, and 
ligamentous attachments be carefully preserved. 

—W. Harrison Mehn, M.D. 


in the Treatment of 


Pyriform Aperture Wirin 
. L. Forpyce. Brit. 7. 


Mandibular Fractures. 
Plast. Surg., 1957, 9: 304. 


WuEN Gross alveolar resorption has occurred, peral- 
veolar wiring may be virtually impossible. An alterna- 
tive method of achieving intermaxillary fixation was 
described by Thoma (1943), and itis this method which 
the author has employed in a clinical trial on a series 
of 20 cases. 

The author states that an edentulous upper jaw in- 
validates many of the established methods of immobil- 
izing mandibular fractures. When an upper denture is 
available it can be employed to provide a guide to the 
reduction of the mandibular fragments, and an occlu- 
sion to which the mandible may be held. In the Gun- 
ning splint the mandible is held against the joined den- 
tures with a chin support. Further stability is achieved 
if the mandible issecured to the lower denture with cir- 
cumferential wires. The rather ineffective and occa- 
sionally uncomfortable chin support can be discarded 
if the upper denture is fixed to the upper jaw with 
peralveolar or transalveolar wires. 

When gross alveolar resorption has occurred, peral- 
veolar wiring may be virtually impossible, and it is in 
this particular type of case that pyriform aperture wir- 
ing of the jaw is carried out. 

In the method of application, an incision is made in 
the buccal sulcus from the lateral incisor to the first pre- 
molar region. The anterior nasal aperture is identified 
and the periosteum overlying this sharp bony margin is 
incised vertically. A hole, large enough to pass a 0.020 
inch soft stainless steel wire, is drilled through the 
maxilla fully three-sixteenths of an inch from the an- 
terior margin. The wire is passed through and the in- 
cision is sutured. The same procedure is performed on 
the other side. With the upper denture in position, the 
mandibular fragments can be held in articulation by 
— the pyriform aperture wires to the mandibular 

ation. 
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The author describes 3 cases in detail and has photo- 
graphs and roentgenograms to illustrate the technique. 
In summary he states that the technique of pyriform 
aperture wiring has been found to be a satisfactory 
method worthy of addition to our armamentarium. 
The method has the advantages of simplicity, reliabil- 
ity, and comfort for the patient and, in this series, has 
been free of complications. 

—Frank W. Pirruccello, M.D 


The Four-Screw Maxillary Fixation. R. L. G. Daw- 
son. Brit. F. Plast. Surg., 1957, 9: 311. 


THE AUTHOR briefly discusses the various methods of 
immobilizing fractures of the maxilla and mandible. 
Craniomandibular fixation with arch wires to both 
maxillary and mandibular teeth, intermaxillary fixa- 
tion, and suspension of the mandible from a plaster 
head cap with cheek wires is carried out in those cases 
requiring immediate operation. Usually, after 7 to 10 
days of intermaxillary fixation, craniomaxillary im- 
mobilization allows the mandible to be set free, thus 
making this method his first choice whenever possible. 

In both of the methods mentioned, however, the 
principal disadvantage is that the fixation to a plaster 
head cap is never completely stable. Because of extenu- 
ating circumstances in one of the author’s cases, a 
mounted wood screw was inserted into the lateral part 
of each malar bone and two screws into the anterior 
part of the mandible. The four screws were joined to- 
gether with one-eighth inch stainless steel rods by uni- 
versal joints. He believed this gave perfectly stable 
fixation. 

It is obviously essential that the malar bones are not 
themselves fractured, and therefore the method is of no 
use in a fairly large number of cases of Le Fort I and II 
fractures, which often have an associated malar frac- 
ture. The method is also obviously of no use in the rare 
fractures of Le Fort III type. Complications have con- 
sisted of small residual pock-marks at the screw entry 
holes and two small malar sequestra. The author sug- 
gests that this method is another alternative to the 
classical accepted methods. 

—Frank W. Pirruccello, M.D. 


Carcinoma of the Maxi Sinus. Rosert S. Pot- 
LACK. Ann. Surg., 1957, 145: 68. 


DEsPITE THE FACT that cancer of the nasal cavity and 
paranasal sinuses comprises only 0.2 per cent of all 
malignant tumors, it presents such a vexing and serious 
problem in diagnosis and treatment that it deserves 
constant study and re-evaluation. At least 80 per cent 
of these tumors arise in the maxillary sinus. Due to 
the anatomy of the region and to the low incidence of 
malignant disease here which makes for a low index 
of suspicion, the majority of cancers of the antrum are 
seen in a late or moderately advanced stage. Because 
of the crowded anatomy of this region there is an 
early involvement of the orbital and nasal structures, 
as well as of the surrounding muscles and bone. How- 
ever, distant metastases are rare and cervical lymph 
node involvement is late. Autopsy reveals that not 
over 25 per cent of patients with antral cancer show 
spread beyond the local area. Death is usually caused 
by the local effects of the tumor: infection, necrosis, 
hemorrhage, and inanition. 
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The present report includes a group of patients in 
whom the maximum in extensive surgical treatment 
has been combined with the highest possible dosage 
of radiation therapy. Such combined methods appear 
to be the best means of eradicating the local disease. 

Formerly it had been customary to treat antral 
cancer initially with the surgical removal of diseased 
and necrotic tissue. Such surgical procedures, how- 
ever, amounted to little more than débridement and 
left large areas of necrotic bone and infected spaces 
improperly drained. Whenever irradiation therapy 
was used alone surgical drainage always had to be 
performed later. Initial intensive irradiation increased 
the necrosis of the bony walls and lining of the antral 
cavity. When radium treatment was used, which was 
very often, large openings had to be made into 
the antrum in order to insert the applicator. Conse- 
quently, it soon became apparent that surgery played 
an integral part in the treatment of this disease, and 
that the best results seemed to be in those patients 
who had surgical treatment of one kind or another, 
irrespective of the role played by irradiation. Addi- 
tional observation of those patients . 10 had been 
treated by radiation showed that sooner or later an 
extensive surgical procedure was performed. 

It seemed logical, therefore, for the surgeon to pro- 
ceed initially with a well planned operation which 
would allow him to follow the spread of the tumor and 
specifically determine the areas where he might not 
have removed all the cancer, as at the cribriform 
plate, the pterygoid muscles, or the sphenoid sinus. He 
could then direct the roentgenologist to these special 
areas and also present him with a wide-open, exposed 
surface instead of a hidden, bone-enclosed cavity. 

A detailed account of the operative procedure is 
given and this account is well illustrated by numerous 
drawings to show the progressive steps in the very 
radical extirpative surgery. 

The reported series includes 31 patients, of whom 7 
were females. These were operated upon at Stanford 
University Hospital and Mount Zion Hospital in San 
Francisco and at the Veteran’s Administration Hos- 
pital in Oakland, California. 

The histologic types of tumors were: epidermoid 
carcinomas 19; adenocarcinomas 6; adamantinomas 
2; fibrosarcomas 1; melanoma 1; hemangioendothe- 
lioma 1; and malignant teratomas 1. Fifteen patients 
had had some previous form of therapy, mostly roent- 
genotherapy. In 22 of these, the stage of the disease 
was estimated as advanced by the size of the tumor, 
its degree of invasion, the involvement of surrounding 
structures, the general physical condition of the pa- 
tient, and the duration of the disease. 

Thirteen of the 31 patients are alive and well, 
showing no evidence of disease between 1 and 5 years 
(7 over 3 years). Three additional patients are alive 
with evidence of disease (1 to 3 years), and 2 patients 
who were free of cancer after 1 year died of another 
cause. There was 1 operative death caused by a cere- 
brovascular hemorrhage in a 78 year old woman. Of 
the 12 patients who died of cancer 3 died after 3 years, 
and 1 after 2 years; the rest died within 18 months. 

During the early part of this study, postoperative 
irradiation was given only to those patients who had 
proved residual disease. However, as more and more 
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patients with advanced cancers were operated upon 
and followed, the supplemental use of radiation be- 
came a necessity. For this reason, its use postopera- 
tively in all but the patients with early tumors or with 
frankly resistant ones is recommended. 

— Matthew H. Evoy, M.D. 


EYE 


Radiotherapy of Nonmalignant Diseases of the Eye. 
M. LeverMAN. Brit. 7. Ophth., 1957, 41: 1. 


IN GENERAL TERMS the author discusses beta and 
gamma radiation for inflammatory processes, non- 
malignant tumors, corneal opacities, neovasculariza- 
tion, and secondary glaucoma. Among nonneoplastic 
lesions, the following are listed (in decreasing im- 
portance) as more suitable for radiotherapy: Mooren’s 
ulcer, rosacea keratitis, corneal vascularization, virus 
infections, vernal catarrh, pterygium. 

Radiation therapy is generally considered as a last 
resort except in Mooren’s ulcer and rosacea keratitis, 
for which early use is urged. If used in vernal catarrh, 
extremely low doses are cautioned because of well 
known complications following beta application to 
mucosal surfaces. For papillomas, pterygia, hemangi- 
omas, and other benign tumors surgery is advised if 
the lesions can be excised without mutilation. For 
keratosis and keloids, beta radiation is suggested as 
initial therapy. Dosages are suggested only in roentgen 
units (r) rather than r.e.p.’s, and no mention is made 
of standardizing beta applicators. 

Statistical summaries are tabulated for 57 heman- 
giomas, 41 papillomas, 21 cases of vernal catarrh, 123 
virus infections, 45 Mooren ulcers, 18 pterygia, and 
96 corneal grafts. Thirty-four eyes from this aggregate 
were not treated, and the remainder were classified 
(criteria not indicated) as healed, benefited, or with- 
out change. Neither the period of follow-up nor the 
late complications were tabulated. 

— Arthur H. Keeney, M.D. 


Radioactive Phosphorus in Differential Diagnosis of 
Irvine SHapiro. Arch. Ophth., Chic., 
» 57: 14. 


ONE OF THE Most difficult problems in ophthalmology 
is the differential diagnosis between benign and malig- 
nant intraocular lesions. 

The author describes the use of radioactive phos- 
phorus, P®, in 24 cases in which pathologic con- 
firmation was obtained. Three false negative results 
were recorded—2 cases of malignant melanoma and 
1 case of neuroblastoma. 

It would appear that with a very careful technique 
the differential uptake of P® by malignant ocular 
tissue will be helpful in diagnosis. 

—Jj. Winston Duggan, M.D. 


A Simplified Entropion Operation; Use of a Perma- 
nently Buried Horizontal Suture to Tighten the 
Orbicularis. Ropert A. Scumex. Am. 7. Ophth., 
1957, 43: 245. 


THE AUTHOR reviews briefly all the surgical methods 
for the treatment of senile spastic entropion of the 
lower lid and describes a new simplified entropion 


operation. 
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The three causes of entropion are: first, cicatricial 
entropion due to scarring of the tarsus, subconjunc- 
tiva, or conjunctiva; second, a laxity of the skin and 
tissue overlying the tarsal plate which allows the lower 
border of the tarsus to evert with a resulting inver- 
sion of the upper border. This is most frequently seen 
in older people with redundant skin and often with 
loss of orbital fat. The third major cause of entropion 
is spasm of the orbicularis muscle along the lid mar- 
gin. This is most likely to occur when the eye is irri- 
tated from any cause. 

The author’s method for the correction of en- 
tropion consists of tightening the orbicularis muscle 
over the lower portion of the tarsus by a permanent 
buried suture of No. 0000 black silk or No. 000 
chromic catgut placed between two incisions: one, 3 
or 4 mm. nasal to the center of the lid and 3 mm. 
below the lash margin; the other 2 cm. temporal and 
0.5 cm. above the outer canthus. Horizontal incisions 
are preferable. Each end of the suture incorporates a 
bundle of the orbicularis muscle. Tension on the 
suture will evert the lid margin, and the suture is 
tightened with sufficient tension to overcorrect the 
entropion to a moderate degree, depending on the 
extent of entropion. When cicatricial changes are 
present, other plastic operations, to remove scarring, 
can be carried out at the same time. 

Because of the minimum amount of dissection re- 
quired, the author’s method is particularly valuable 
for the correction of recurrent senile spastic entropion 
with scarring from previous cautery or surgery. 

The author states that this procedure can be 
carried out in the office in some cases. The technique 
is thoroughly described and illustrated. The results in 
23 cases were summarized, and all were initially suc- 
cessful. However, on follow-up examination there 
were two recurrences; one was corrected with an ad- 
ditional suture. —Andreas V. Mortensen, M.D. 


Enophthalmos and Diplopia in Fractures of the Orbit- 
al Floor. Joun Marguis Converse and Byron 
Smitu. Brit. 7. Plast. Surg., 1957, 9: 265. 


Fractures which involve the weak portion of the floor 
of the orbit are more frequent than usually assumed. 
The authors attribute the increased comminution in 
fractures of the facial bones to the increased speed of 
motor vehicles. Fractures of the floor of the orbit occur 
either in association with fractures of the stronger ante- 
rior rim of the orbital floor or independently as a re- 
sult of increased intraorbital pressure, the “blow-out” 
fracture. These types of fractures are the commonest 
cause of traumatic enophthalmos and diplopia. In 
fractures of the zygoma and maxilla with marked dis- 
placement of the orbital rim, one may anticipate con- 
comitant fracture of the thin orbital floor. The ‘“‘blow- 
out” type fracture is the result of increased internal 
orbital pressure caused by a blow on the soft tissues of 
the orbit which produces fractures of a weak bony area, 
without affecting the more resistant orbital rim. This 
type of fracture usually results from being struck by 
large nonpenetrating objects. 

Enophthalmos usually appears slowly after subsi- 
dence of the edema, hematoma, and inflammatory re- 
action accompanying the fracture. The eyeball sinks 
inward progressively and, once established, enophthal- 
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mos is difficult to correct because of atrophy and short- 
ening of the intraorbital structures. Mechanical factors 
play an important role in the production of enoph- 
thalmos. Primarily, the escape of orbital fat into the 
maxillary sinus is the most common contributing factor 
to the enophthalmos. In brief, the orbital fat is no 
longer sufficient in quantity to fill the now enlarged 
intraorbital space. 

Diplopia is often obvious immediately after injury 
in which gross downward displacement of the orbital 
contents occurs. However, its appearance may be as 
insidious as that of enophthalmos, becoming manifest 
only after subsidence of edema, hematoma, and in- 
flammation. The authors believe that diplopia is due 
primarily to the limitation of elevation and depression 
of the globe, and that this is due mainly to fixation of 
the tissues enveloping the inferior rectus and inferior 
oblique muscle sheaths by incarceration and hernia- 
tion between the bone fragments. Vertical limitation 
of motion is caused primarily by disturbance of the 
inferior rectus muscle. 

The authors conclude that, if enophthalmos and 
diplopia are to be relieved and prevented, early posi- 
tive surgical methods must be employed and they favor 
the wide intraoral exposure of maxilla and zygoma. If 
necessary, incision through the skin of the lower lid 
orbicularis and periosteum of the rim of the orbit is 
made to obtain more satisfactory exposure. Direct 
bony wiring is done after the fracture is reduced. When 
necessary, an autogenous bone graft from the inner 
aspect of the ilium is used to restore the continuity of 
the floor and orbital rim. 

— Andreas V. Mortensen, M.D. 


Choroidal Sarcoma with Metastasis in the Opposite 
ee Foster, W. J. W. and 
D. S. F. Harrman. Brit. 7. Ophth., 1957, 41: 42. 


Tue AutHors (ophthalmologist, neurosurgeon, radi- 
ologist, and pathologist) report the case of a 56 year 
old woman whose right eye had been removed in 
1951 for malignant spindle-celled melanoma of the 
choroid. In 1955 vision in the left eye began to fail 
with the concurrent development of exophthalmos 
and lateral field loss. The usual roentgen-ray studies 
were supplemented by contrast studies in which 3.5 
ml. of 17.5 per cent diodone in 2 per cent novocain 
were injected into the muscle cone. A mass apparent- 
ly in the muscle cone was thus identified with a shelf 
of contrast medium above and below it. Transfrontal 
orbitotomy was done in February of 1956; it uncov- 
ered a dark reddish, walnut-sized tumor in a thin 
smooth capsule medial to, but apparently not invad- 
ing, the optic nerve. 

Superiorly the tumor was dissected out with ease, 
but inferiorly the capsule was adherent and was re- 
moved piecemeal. The histological findings in this 
specimen were identical with those from material pre- 
served from the originally enucleated fellow eye. The 
usual postoperative ptosis and marked edema sub- 
sided. Ocular rotations, fields, and acuity improved 
to essentially normal levels and the preoperative 
papilledema cleared by June of 1956. Report by letter 
from the family doctor in September of 1956 indicated 
that the liver was enlarged and that the exophthalmos 
was recurring. — Arthur H. Keeney, M.D. 
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Mikulicz’s Disease of the Lacrimal Gland. D. F. 

Mitam, Jr. Arch. Ophth., Chic., 1957, 57: 236. 
MIKULIcz’s DISEASE Of the lacrimal gland is a rare dis- 
ease of unknown etiology. It was first described in 1888 
by Johann Mikulicz. In this article, the author indi- 
cates the rarity of Mikulicz’s disease by a review of the 
files of the Eye Pathology Department of the Massa- 
chusetts Eye and Ear Infirmary since 1888, which con- 
tain only four recorded cases. 

Clinically, the patient has painless swelling of the 
lacrimal or salivary glands, but a decrease in the func- 
tion of these glands is rarely noted. 

Pathologic studies of the lacrimal gland tissue in 
Mikulicz’s disease showed the following characteristic 
microscopic changes: (1) typical islands of epithelial 
cells, representing the remnants of the duct epithelium, 
buried in sheets of small round cells; (2) deposition of a 
hyaline material in and between the cells of the epithe- 
lial islands (the amount of hyaline material increased 
with the known duration of the case); and (3) preser- 
vation of the interlobular septa even in advanced cases. 

The author presents 4 cases of Mikulicz’s disease in 
which pathologic study substantiated the diagnosis. He 
also concluded that the condition is benign, self- 
limited, of unknown etiology, and may be found in any 
of the seromucinous glands. The author also believes 
that, while no corneal changes suggestive of a dry eye 
were present, there may be some relationship between 
Mikulicz’s disease and Sjégren’s syndrome. 

—Andreas V. Mortensen, M.D. 


Changes in Aqueous Flow and Blood Aqueous Barrier 
After Hydrochloric Acid Burns to the Eye. JAMES 
H. Aten, Joun W. Mannina, Jr., Marion A. Guipry, 
and Joyce B. Ketty. Arch. Ophth., Chic., 1957, 57: 1. 


Usinc p-aminohippuric acid, the authors were able 
to demonstrate an increase in the rate of flow of the 
aqueous humor, as well as an increase in the per- 
meability of the blood-aqueous barrier, when the 
cornea is damaged by contact with hydrochloric acid. 
There was suggestive evidence that the secretory 
activity of the ciliary processes were unaltered during 
the experiment. — Jj. Winston Duggan, M.D. 


Posterior Conical Cornea. H. B. Jacoss. Brit. 7. Ophth., 
1957, 41: 31. 


THIs STROMAL DEFECT, posterior conical cornea, is not 
related to the more common keratoconus or anterior 
conical cornea; rather it is a teriorly increased 
corneal concavity, which may (more commonly) be 
localized or (quite rarely) generalized. Seven cases of 
the localized type in the literature are reviewed and 9 
new cases are presented. All of the new cases have 
localized increases in the posterior corneal concavity, 
localized stromal nebulae, and moderate visual im- 
pairment not entirely improved by spectacles or con- 
tact lenses. The patients’ ages range from 15 to 70 
years. Long antecedent trauma was present in some 
cases, but 2 of the patients are in father and son re- 
lationship with no history of trauma in either. Degen- 
erative changes such as Hassall Henle bodies and 
Hudson’s lines were found in several patients. 

Of the totalis variety, 3 cases in the literature are 
reviewed and 1 new unilateral case, in a patient 49 
years of age, is presented. An origin during early 


childhood is suggested in all of these posterior cases, 
—Arthur H. Keeney, M.D. 


Failure in Congenital Cataract Surgery; a Study of 
56 Enucleated Eyes. Freperick C. Cores. Am. 7, 
Ophth., 1957, 43: 1. 


OPERATION is not so certain a cure in children as in 
persons of more advanced age. A certain percentage 
of failures can be attributed to coexisting congenital 
anomalies: others are the result of early and late 
postoperative complications. 

In an attempt to determine the relationship between 
failure in surgery and the type of operation employed, 
56 eyes were studied microscopically. Needlings had 
been performed in 71 per cent of these eyes and 72 
per cent of the needlings were multiple in nature. 

The usual postoperative complications included 
glaucoma, occlusion or displacement of the pupil, 
retinal detachment, corneal changes, epithelialization 
of the anterior chamber, uveitis, phthisis bulbi, sym- 
pathetic ophthalmia, and optic atrophy. 

From case studies and examination of the specimens 
the following conclusions were drawn: (1) linear ex- 
traction is the safest operation; (2) if the pupil does 
not dilate well before surgery an iridectomy should 
be done; (3) if linear extraction is not practical a 
procedure should be chosen which does the least 
possible damage to the vitreous; and (4) multiple 
needling is the least desirable of all methods. 

— J. Winston Duggan, M.D. 


NOSE AND SINUSES 


On Clear Cell Carcinoma of the Paranasal Sinuses, 
Muneaki Takasut. Nagoya J. M. Sc., 1957, 19: 25. 


THE AUTHOR reports on several cases of what he terms 
“clear cell carcinoma.” He believes there are two dif- 
ferent types, namely, solid or papillary clear cell 
carcinomas and clear cell adenocarcinomas. He clar- 
ifies the histogenesis and makes a comparative study 
of identical tumors from other parts of the body. 

The author believes that solid or papillary clear cell 
carcinomas have their origin in spindle cells; these 
cells, he believes, may differentiate into clear cells on 
the one hand or into squamous cells on the other. 
From this he concludes that small spindle cells are no 
more than basal cells, for the basal cells possess the 
multiple potentialities of developing into clear cells, 
squamous cells, anaplastic small round cells, large 
spindle cells, and columnar cells. Solid or papillary 
clear cell carcinomas contain clear cells in an un- 
mixed condition. Clear cell papillary carcinoma of the 
skin and of the paranasal and nasal cavities has been 
reported. Clear cells contain acid mucopolysaccharide 
in the cytoplasm. 

The cells of clear cell adenocarcinoma are basically 
analogous to those of the solid or papillary clear cell 
carcinomas. There is, however, a difference in the 
structural pattern in that the latter presents an imita- 
tion of the goblet cells as the unicellular gland, while 
the former suggests a picture of duct cavity formation 
suggestive of origin from the excretory duct. Both 
tumors are composed of clear cells possessing mucus- 
secreting ability. —John 7. Ballenger, M.D. 
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Malignant Tumors of the Nose and Paranasal Sinuses. 
KennetH D. Devine, Paut W. ScaNnLon, and 
erick A. Fict. J. Am. M. Ass., 1957, 163: 617. 


Tue GROWTH of malignant tumors of the nose and 
paranasal sinuses is insidious, so that when the tumors 
are first discovered they are far advanced. For the pa- 
tient who harbors a malignant tumor in this region 
that causes symptoms early and thus receives treat- 
ment early, the outlook is surprisingly good. 

The purpose of this paper is to acquaint readers with 
the present trends and changes in the methods of treat- 
ing malignant tumors of the nose and _paranasal 
sinuses currently being used at the Mayo Clinic. 

From 1920 to 1930, many contributions in the liter- 
ature were from the advocates of the three main 
methods of treatment: irradiation; electrosurgery fol- 
lowed by irradiation; and the use of knives, chisels, 
saws, and rongeurs and of postoperative radiation. 

The method of attacking tumors of the upper jaw 
with electrosurgery and radium used postoperatively 
was in high favor at the clinic and elsewhere, and in 
the decade after 1930 this method was used more than 
any other. 

In the decade from 1940 to 1949, however, radical 
surgery for cancer of the head and neck underwent 
rapid technical development, aided by the use of sul- 
fonamides, antibiotics, blood banks, anesthesia in- 
duced with intravenously given thiopental sodium, 
and the dermatome for taking large uniform split- 
skin grafts. When radical surgical treatment became 
safer, the deterrents to the performance of complete 
open surgery of earlier days, namely, complications 
from shock, loss of blood, uncontrollable infection, 
and an extended morbidity due to failure of primary 
union, no longer existed. 

Because of these factors, a definite trend now exists 
toward the use of the old, wide-open operations and 
sharp resection for tumors of the upper jaw and an- 
trum. Recognizing this trend and being aware of the 
changes that have brought it about, surgeons at the 
Mayo Clinic are reverting more and more to what 
they call the old, wide-open technique. Principles of 
treatment remain the same as in the past, namely, ex- 
cise and destroy. In selected cases, complete excision 
of the tumor-bearing tissue is attempted by sharp dis- 
section rather than by electrocoagulation; this is fol- 
lowed with maximal irradiation. 

The use of electrocoagulation is not, by any means, 
being abandoned. Despite the opinions of some who 
are inclined to scoff and criticize, it is a useful tool, 
and anyone who undertakes to treat cancer in this 
region should know how to use it fearlessly. Good re- 
sults are still being reported by people who know how 
to use it. 

Radiation therapy plays an integral role in the com- 
bined attack on malignant lesions of the paranasal 
sinuses and nasal cavity, and, on occasion, particularly 
with far-advanced malignant lesions, it is the chief and 
only method of treatment used. Like surgical treat- 
ment, radiotherapy has undergone refinements in 
technique and in methods of application in recent 
years, and today precision radiotherapy, tending more 
and more toward the use of high-dose techniques, 
calls for the utmost care and skill in the details of 
planning and the application of treatment. Although 
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external roentgen therapy alone has been widely used 
over the years in the treatment of these lesions, it has 
not given as satisfactory results, except in a few hands, 
as has the combination of intracavitary use of radium 
and ofexternal use of roentgen rays. 

Surgeons at the clinic are using radium tubes less 
frequently at the time of surgery chiefly because they 
are trying to get a healed cavity into which radium 
can be inserted on a mold. They are using electro- 
coagulation, radium needles, and radon seeds for areas 
in which it is difficult to remove the tumor, such as the 
pterygoid fossa. External irradiation is also used not 
only for the inoperable lesion but as the sole method of 
therapy for patients who have lymphoma and lympho- 
epithelioma. 


PHARYNX 


Relation of Tonsillectomy and Adenoidectomy to 
Poliomyelitis. THomas C, GALLoway. 7. Am. M. Ass., 
1957, 163: 519. 


THE ADVANTAGE of tonsillectomy is weighed against 
the possible danger of poliomyelitis later. The opera- 
tion is performed about one-half times as often as it was 
15 years ago because of more limited indications, es- 
pecially in the presence of allergy, and because the 
primary and secondary effects are controlled in part 
by drugs and antibiotics. It is still a very important 
procedure when there are chronic or repeated infec- 
tions with asthenia, malnutrition, obstruction, ear 
— or impaired hearing, and distant focal ef- 
ects. 

Operation should not be done during polio epi- 
demics because of the greatly increased danger of the 
severe bulbar form of the disease if it occurs within one 
month of tonsillectomy. Whether there is later predis- 
position to any form of the disease is not positively set- 
tled by statistical studies. Top, Luchessi, La Bocetta 
Anderson, and Rondeau support this opinion. Cun- 
ning, Miller, and others cite evidence to the contrary. 
Seydell in 1916 found that 200 of 203 patients with 
poliomyelitis still had their tonsils. No adequate ex- 
planation is given how such predisposition could be 
caused and it does not seem to be in accord with the 
current idea that poliomyelitis begins as a viremia. If 
it is true that the disease occurs more frequently in the 
tonsillectomized, it might as well be said that it was 
because of a predisposition to infection that led to the 
original tonsillectomy. At the present time the bene- 
fits of the operation greatly outweigh the possible 
dangers from poliomyelitis. 


Nasopharyngeal Fibromas; Anatomopathologic Study 
(Les fibromes naso-pharyngiens; étude anatomo- 

. BURGEAT. . hép. Paris, 1956, 32: 3801. 


Tue AuTHORs describe the very interesting behavior 
and appearance of the nasopharyngeal fibroma. 

These tumors are seen to evolve in three stages. At 
first there is a picture of unilateral hemorrhagic nasal 
tumor. This is followed by a syndrome of complete 
nasal obstruction due to a smooth hemorrhagic tu- 
mor which occupies both nasal fossae and extends 
even higher. In the third phase the tumor extends 
into the sinuses. 
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Many of the findings depend on whether the pa- 
tient has been treated at an opportune time or not. 
If there has been no treatment, death may occur even 
in as short a time as 6 months: the younger the pa- 
tient, the more rapid the course. 

Early treatment in the young improves the outlook, 
and cure is the rule. Complete removal of the tumor 
is never followed by recurrence. 

Proper study of the tumor includes examination of 
the whole tumor microscopically, including its base 
and relationship to the periosteum. It is usually im- 
planted in the deepest part of the ceiling of the nasal 
fossae, the insertion generally being on the latero- 
vomerian part of the body of the sphenoid. After re- 
moval the bed appears surprisingly healthy. 

Histologically, it appears as a mixture of fibroma 
and myxoma with a characteristic young connective 
tissue stellate cell, bathed in a clear ground substance 
which is both musicarmine and PAS negative. The 
authors made extensive histochemical studies of this 
ground substance, but were unable to reach any 
conclusions about it. 

The histology of the tumor was observed to vary 
from site to site in a fairly definite pattern. The sub- 
epithelial layers were frequently more myxoid and 
the stalks more fibrous. The vasculature is so striking 
that it is often considered a blood vessel tumor. Two 
types of vessels are seen, vascular lakes usually stellate 
in shape, and muscle-walled vessels, with their char- 
acteristic “‘segments d’arret,” a sort of arterial stop- 
cock which permits regional control of the blood ves- 
sels. These interesting organoids are found at the 
periphery of the tumor. Vascular changes outside of 
the tumor on the nasal wall were also observed. 

The authors show several photomicrographs since 
no one field is typical of the tumor as a whole. The 
diagnosis should be easy histologically, but the path- 
— must be acquainted with the clinical story as 
well. 

These tumors are seen only in the male and develop 
between the fourteenth and eighteenth years, as a 
rule, with occasional spontaneous regression observed 
around the twentieth year (a fact which argues for 
hormonal control). There also appears to be some re- 
lationship of the disappearance of these tumors to the 
involution of the thymus. 

In the past treatment has included radiation and 
the administration of testosterone, each producing an 
identical histologic picture: that of rapid fibrinoid de- 
generation of the vascular walls. This is followed by 
hyaline necrosis of the tumor. 

In summary, nasopharyngeal fibromas are first and 
foremost vascular tumors under the control of hor- 
mones. In their studies the authors have explored the 
role of vascularization and the influence of the sex 
hormones, through the intermediary of the blood 
vessels, on the changes involving the ground sub- 
stance. 

The role of the hormones on the mesenchyme is be- 
ginning to be explored. The work of Selye is cited; 
he described a mucoid infiltration of the skin follow- 
ing the application of estrogens. Much remains un- 
known in this field and therefore further knowledge 
of the nasopharyngeal fibroma awaits clarification. 

—W. Newlon Tauxe, M.D. 


NECK 


Metastatic Thyroid Tissue in Bones as a Diagnostic 
Problem; a Follow-Up Study of 5 Cases. Jdrcen B, 
DALGAARD and PER 
1956, 112: 18. 


TuIs REPORT deals with a follow-up study of 5 cases 
of metastatic aberrant thyroid tissue with special 
regard to its malignancy. In previous articles the most 
frequent occurrences were on the lateral or the medial 
aspect of the neck, and in the ovary. 

Seven specimens from 6 patients were obtained, 
One specimen from an axillary lymph node of a 
patient with a verified carcinoma of the thyroid 
gland was excluded. Five of the specimens were ob- 
tained from bones (humerus, femur, sternum, and 
vertebra), and the sixth from the scalp could have 
been osseous in origin. Two patients had spontaneous 
fractures, one of the femur and the other of the 
humerus. 

Diagnostic biopsy specimens of metastatic thyroid 
tissue are infrequently obtained since the common 
localization of thyroid metastases to bones and lungs 
furnishes inconvenient sites for the excision of biopsy 
specimens and the site of the primary tumor is pre- 
viously known in most cases. The 6 specimens studied 
were all from women above 38 years of age, with the 
mean age at operation being 50 years. 

The biopsies gave the first verification of malignant 
thyroid disease and in 3 cases the pathologic diagnosis 
was quite unexpected. 

Four patients died of malignant thyroid disease; 
3 within 2.5 years and 1 after 17 years. In this study 
all instances of thyroid tumors in bones represented 
metastases from malignant thyroid growths. 

The authors believe that thyroid tumors in the 
lateral aspect of the neck represent metastases from 
carcinomas in the homolateral lobe, and they advocate 
hemithyroidectomy with removal of all lateral nodes. 
Postoperative irradiation (roentgen rays or I'*!) ap- 
pears to be useful if radical removal cannot be ac- 
complished. However, the prognosis is fairly good 
even in the presence of the neoplastic character of 
the underlying disease. 

Thyroid tissue in the ovary is considered to be a 
developmental anomaly without a metastatic genesis. 
Thyrotoxicosis, ascites, Meigs’s syndrome, and malig- 
nancy may occur. The possibility of ovarian struma 
should be considered in thyrotoxic women without 
signs of disease of the thyroid gland. The treatment 
is removal of the neoplasm, and the prognosis is good. 

Thyroid tissue outside of the neck and ovary is 
encountered infrequently in biopsy material. The 
osseous system is known to be most often affected. 
It is the authors’ opinion that such cases always 
represent metastases from thyroid carcinomas, an 
one should not be misled by the so-called benign 
metastasizing adenoma in the aberrant node. 

—John Mohardt, M.D. 


Data on Thyroid Surgery. W. F. SuenmMonpt and J. F. 
Van Nes. Arch. chir. Neerl., 1956, 8: 374. 


THE AUTHORS make a survey of the developments in 
the diagnosis and treatment of thyroid disease an 
document their results in the treatment of colloid 
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goiter, thyrotoxicosis, chronic thyroiditis, and benign 
and malignant tumors in 398 patients. In the case of 
nontoxic (colloid) goiter surgical indications are de- 
pendent on the pressure exerted on surrounding or- 
gans. In operations for colloid goiter, the entire thyroid 
should always be exposed even if only one lobe is en- 
larged. In some instances the isthmus and other lobe 
are lacking. Relapse occurs in 4 per cent of the cases, 
more frequently in women and in the younger age 
groups. Most intrathoracic goiters are found in the 
anterior mediastinum and can be removed without 
splitting the sternum. Posterior mediastinal goiter 
does occur and may be completely separated from any 
neck attachment. 

Hyperthyroidism exists in two forms, toxic nodular 
goiter or diffuse toxic goiter with ocular symptoms 
(Graves’ disease). The diagnosis of thryotoxicosis can- 
not be made with certainty on the basis of the clinical 
picture. Cardiovascular disturbances may be the only 
clinical manifestations of hyperthyroidism. On the 
other hand, patients exist who have a goiter and the 
clinical picture of hyperthyroidism and are found to 
havenormal thyroid functiononcompleteexamination. 

Some of the newer aids to diagnosis of hyperthy- 
roidism are the following: (1) Protein-bound iodine 
(PBI). The thyroid takes up inorganic iodine which 
during thyroxine synthesis is converted into organic 
protein-bound iodine. An excess of thyroxin in the 
blood is associated with an increase in the blood PBI 
level to above the normal value of 4 to 8 micrograms/ 
100 ml. (2) Radioactive iodine tracer techniques. A 
toxic goiter greedily takes up iodine which may be de- 
tected by direct counting over the gland. Patients with 
a toxic goiter also excrete less radioactive iodine in 
the urine over the first 48 hours following injection. 
(3) Blood cholesterol shows a decrease below normal 
in hyperthyroidism. 

The author advises the preoperative treatment of 
all patients with hyperthyroidism with propylthioura- 
cil followed by iodine for the last 2 weeks before opera- 
tion. The treatment of hyperthyroidism with radio- 
active iodine is reserved for those patients with com- 
plicating severe cardiovascular disease, relapses fol- 
lowing thyroidectomy, refusal of surgery, and un- 
satisfactory response to antithyroid therapy. Chronic 
thyroiditis may present as struma lymphomatosa 
(Hashimoto’s disease) or the proliferative fibrosis of 
Riedel. In the former the thyroid is symmetrically 
enlarged and consists of atrophic follicles with diffuse 
round-cell infiltration. The latter is a stone-hard 
avascular goiter firmly adherent to the adjacent parts. 
The preoperative diagnosis is usually carcinoma. 

Thyroid tumors may be benign adenomas or malig- 
nant, and the latter either differentiated or undifferen- 
tiated. Papillary and follicular carcinoma are examples 
of differentiated tumors. Papillary carcinoma is 
characterized by slow growth, and a low degree of 
malignancy with metastases to the regional nodes 
predominantly. Papillary carcinoma has a low up- 
take of radioactive iodine. Follicular carcinoma has a 
higher degree of malignancy and metastases occur 
mainly by the blood stream. The metastases, often to 
bone, pulsate in many instances because of the enor- 
mous vascularity. The colloid-forming follicular car- 
cinoma has a higher uptake of radioactive iodine than 
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other forms of thyroid cancer. Since the histologic 
aspects of the primary tumor may differ from those of 
the metastases, this feature is not a reliable criterion 
for the uptake of radioactive iodine. Undifferentiated 
carcinoma, either small cell or giant cell types, are 
highly malignant with widespread lymphogenous and 
hematogenous spread. 

The authors discuss their technique for thyroidec- 
tomy which favors transverse division of the strap 
muscles and wide exposure, with exposure of the re- 
current laryngeal nerve and parathyroid glands. In 
the case of unilateral paralysis of the vocal cords, 
electrotherapy of the cricothyroid muscle is sometimes 
useful. —Lloyd D. MacLean, M.D. 


Thyroglossal Anomalies; a Follow-Up Study of 58 
J@RcEN B. Datcaarp and WETTELAND. 
Acta chir. scand., 1956, 111: 444. 


HAVING REVIEWED a series of 1,300 thyroid biopsy 
specimens, of which 95 originated in an aberrant loca- 
tion, the authors report herein on 64 thyroglossal 
specimens derived from 58 patients. Aberrant medial 
cervical thyroid tissue or thyroglossal remnants have 
been reported in the literature as coming from four 
locations. Lingual thyroid tissue is the least common, 
and may be the only thyroid tissue present in the in- 
dividual. Suprahyoid and infrathyroid locations of 
thyroid tissue are infrequently found. The thyrohyoid 
position is more common and corresponds to the usual 
pyramidal lobe of some thyroid glands. 

The authors have found several cases of malignant 
tumors of medial aberrant thyroid tissue reported in 
the literature since 1911. Very few cases of carcinoma 
in thyroglossal cysts have been reported. All 58 pa- 
tients on whom the histologic sections were available 
were traced and evaluated by examination or ques- 
tionnaire. Most patients had been initially operated 
on in their first or second decade, with the average 
time of follow-up being 9 years. In 38 cases the origin 
of the tumor or biopsy specimen had been in a thyro- 
hyoid location. Fourteen were from the suprahyoid 
area, 12 were infrathyroid, and no lingual thyroid 
had been found. Clinically, 38 cases were classified as 
cysts, 20 as sinuses, 3 were fistulas, and there were 3 
glandular nodes. 

The epithelial lining was squamous, transitional, 
respiratory, or salivary in type. The histology of these 
lesions is considered in some detail with numerous 
photomicrographic reproductions. Thyroid, salivary 
gland, and even sebaceous gland tissue was found in 
the cyst wall of some of these masses. Accordingly, the 
presence of dermoid structures does not exclude a 
thyroglossal origin. Thus salivary gland symptoms, 
such as swelling in mumps or during mastication, may 
occur. Similarly, salivation from the lesion does not 
necessarily indicate a true fistula. 

A total of 83 operations had been performed on 58 
patients. In 11 simple incisions of a thyroglossal mass, 
recurrence followed in every case. Excision of the mass 
in 59 instances resulted in 17 recurrences, whereas 
there was only 1 recurrence following 13 radical opera- 
tions which included resection of part of the hyoid 
bone. One 44 year old woman had a suprahyoid cyst 
removed which was classified as a low grade carcino- 
ma. A second operation was performed for recurrence 
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13 years later, with the patient remaining free of symp- 
toms 28 years after the first procedure. 
—Enmile L. Meine, M.D. 


Hemorrhage as a Postoperative Complication of 
Tracheotomy. Joun B. Davis and Harry W. Soutn- 
wick. Ann. Surg., 1956, 144: 893. 


TRACHEOTOMY has often proved to be a life-saving 
procedure when the patient cannot maintain his air- 
way or remove his secretions; however, it is not with- 
out hazard. Operative complications include hemor- 
rhage, pneumothorax, mediastinal emphysema, ap- 
nea, aspiration, lacerated trachea, and lacerated 
esophagus. The most commonly reported postopera- 
tive complications are atelectasis, pneumonia, trache- 
obronchitis, obstruction of the tube, difficult extuba- 
tion, wound infection, mediastinal emphysema, pneu- 
mothorax, hemorrhage, apnea, pulmonary embolus, 
glottic stenosis, dysphagia, and pneumoperitoneum. 

According to Schlaepfer (1924), postoperative 
hemorrhage following tracheotomy is of three types: 
first, that occurring within a few hours after tracheot- 
omy and caused by incomplete hemostasis; second, 
that occurring several days to weeks following trache- 
otomy and caused by pressure of the cannula on the 
tracheal wall; and third, that which occurs days, 


weeks, or months after operation, comes on unex. 
pectedly, and is usually fatal. This last type is believed 
to result from an injury to a large artery or vein at the 
time of operation, with a subsequent erosion by a ne. 
crotizing inflammation leading to aneurysm and rup. 
ture. The source of the hemorrhage has been reported 
as the innominate artery, the superior thyroid artery, 
the inferior thyroid artery, the common carotid 
artery, the right innominate vein, and an aortic anev. 
rysm with the most common site being the innomi- 
nate artery. 

The authors present 2 cases of fatal postoperative 
hemorrhage that followed tracheotomy and which 
was caused by pressure erosion of high-lying, adja. 
cent innominate arteries overlying the trachea. In 
both patients the tracheotomy tube was observed to 
pulsate vigorously from the time of the tracheotomy 
until the final exsanguinating hemorrhage. This pul- 
sation of the tube is believed to be a pathognomic 


sign, and when it occurs the tube should be replaced J} 


by others of various lengths until another is found 
which does not pulsate. It is further recommended 
that a tube more pliable than one made out of metal 
be employed in tracheotomies; polyethylene is recom- 
mended for this purpose. 

—Sheldon Oscar Burman, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


‘E The Incidence and Significance of Shock in Severe 


Head Injury (Incidences et signification du choc dans 
les traumatismes craniens graves). P. WERTHEIMER 
and J. Descores. Lyon chir., 1957, 53: 41. 


Tue AUTHORS discuss the danger of hypertensive and 
hypotensive arterial reactions following severe head 


. Pinjury. They state that a progressive fall of the systolic 


blood pressure might indicate an extracranial cause 
difficult to detect in a comatose patient. A gradual 
fall of the diastolic pressure without significant modifi- 
cation of the systolic pressure would be linked to a 
vasomotor disturbance related to a diencephalic in- 
jury. Cerebral ischemia must be watched for in a 
hypertensive arteriosclerotic patient whose tensional 
level seems at first sight to be normal or slightly low. 
In head injury (Cournand) the blood volume is sub- 
normal and the cardiac output somewhat increased, 
whereas in traumatic injury of the extremities, thorax, 
or abdomen, both of these factors are diminished, 
as confirmed with radioactive isotopes (Smolik). 

The physiopathological consequences of shock in 
cranial traumatism can be established if one recalls 
that the hydrostatic pressure contributes to the oncotic 
equilibrium between the plasma volume and inter- 
stitial fluid; the fall of this pressure and the modifica- 
tion of the permeability of the capillary wall may 
attribute to shock, a favorable role in cerebral edema. 
However, controlled hypotension, if it diminishes 
hemorrhage and turgidity, cannot go below 80 mm. 
Hg. unless cerebral anoxia appears. Intracranial hy- 
pertension, of whatever etiology, elicits an increase of 
the vascular resistance which cannot be compensated 
unless the blood pressure increases; if the blood pres- 
sure does not change, the cerebral flow decreases and 
subsequently the metabolism and irrigation of the 
nervous tissue diminishes. In a head injury hypoten- 
sion should not be tolerated or encouraged. In addi- 
tion to the immediate danger of cerebral anoxia, shock 
may produce a posttraumatic renal insufficiency and 
hypotonia of the plasma fluid because of a loss of 
plasma protein and sodium. 

Treatment of shock in severe head injury involves 
the perfusion of macromolecular solutions, blood, or 
itssubstitute, and the administration of cardiovascular 
analeptics. Blood or its substitute should be given very 
slowly by reason of the peculiar aspect of shock in 
head injury, there being no marked hypovolemia. 
No more than 500 to 1,000 c.c. of blood should be 
given at one time. 

As to cardiovascular analeptics, especially the vaso- 
pressor analeptics, the authors suggest the use of nor- 
epinephrine and neosynephrine. Generally, the au- 
thors abstain from using cardiovascular analeptics in 
head injury because the presence of neurovegetative 
disturbance requires the use of neuroplegic drugs 
which have an inverse pharmacological action. On 
the other hand, the vasoconstrictor drugs are detri- 
mental to the cerebral circulation in cases of intra- 
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cranial hypertension. However, the administration of 
blood or its substitute somehow palliates the incon- 
venience of the hypotension induced by the neuro- 
plegic drugs because they are able to maintain them- 
selves in the vascular bed. The neuroplegic drugs 
increase the efficacy of the transfusion by a better 
distribution of the blood in the cerebrum. 

Carrying out the view of Laborit concerning the 
association of neuroplegic drugs and blood transfusion, 
the authors (after giving details of the method) con- 
clude that “transfusion deconexion” as treatment of 
shock in head injuries should be accomplished in the 
first 48 hours. — Maurice Bakaleinik, M.D. 


The Treatment of Closed Craniocerebral Trauma 
with Central Ganglioplegics (Die Behandlung von 
geschlossenen Schaedelhirntraumen mit zentralen 
Ganglioplegics). F. L. JENKNER. Langenbecks Arch. u. 
Deut. Lschr. Chir., 1956, 283: 528. 


A YEAR AGO the author, together with Lechner, pre- 
sented a report of 308 patients with craniocerebral 
trauma who were treated with anticholinergics. In 
this report he designates the drugs employed central 
ganglioplegics. The drugs, are, in general, the same. 

This report concerns 570 patients with craniocere- 
bral trauma. Of these 485 were treated with artane, 
46 with osmotherapy (dehydration methods), and 38 
with placebos. 

Forty-two per cent of the patients treated with 
artane were available for follow-up study. The author 
assumes that those who did not reappear had no fur- 
ther symptoms after leaving the clinic. Of the patients 
followed, only 7 per cent reported any further symp- 
toms referable to the trauma. The complaints were 
generally temporary headaches or a moderate sensa- 
tion of dizziness during heavy agricultural labor, 
mountain climbing, or work in extreme heat. None of 
these patients consulted a physician or reported to a 
hospital, but turned to some easily obtained analgesic 
preparation. 

On the other hand, of the 84 patients treated by 
dehydration or by placebos (the numbers were too 
small to give percentages) nearly half reported for fol- 
low-up study, complaining of minor symptoms. Com- 
parative statistics are being prepared for the previous 
years when dehydration was the treatment of choice. 

The most important result of this survey would seem 
to be the evidence that the use of the central ganglio- 
plegics hastens the period of recovery of these patients 
and actually improves the results, both immediate and 
ultimate. — John W. Brennan, M.D. 


The Diagnosis and Therapy of Epilepsy of Late Onset 
(Zur Diagnose und Therapie der sogenannten Spaete- 
pilepsie). H. KRaYENBUHL. Schweiz. med. Wschr., 1957, 
87: 1. 


Amonc 2,336 epileptic patients observed at the Neuro- 
surgical Clinic of the University of Zurich from 1937 
to 1955 there were 608 instances of so-called “epilepsy 
of late onset.” In addition there were 343 instances 
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of brain tumor manifested clinically as epilepsy of 
late onset. 

The latter term, “‘Spaetepilepsie,”” was used by 
Gowers to indicate epileptic seizures appearing after 
the twentieth or twenty-fifth year of life, and which 
he thought should not be included in the narrower 
concept of true or idiopathic epilepsy. The author 
believes that true epilepsy consists of a functional 
disturbance of the entire brain, particularly of certain 
diencephalic centers, while the secondary or Gowers 
form (Jacksonian epilepsy) is due to a circumscribed 
cerebral lesion producing increased activity which 
may draw more distant groups of cerebral, cortical, 
and ganglionic cells into sympathetic activity. The 
author draws attention to the fact that true or heredi- 
tary epilepsy may be of a focal epileptic character 
and may not put in an appearance before the twentieth 
year of life. 

In differentiating between the two groups of 
epileptics electroencephalography has been helpful, 
but both single and multiple applications of this 
method will result in failure of differential diagnosis 
in a significant percentage of cases. 

Visualization of the intracranial blood vessels with 
the aid of shadow-casting material is of value in 
recognizing epileptic syndromes in which a vascular 
defect or abnormality such as arteriosclerosis or 
arteriovenous aneurysm is the cause. Epilepsy which 
results from brain tumor presents its own characteristic 
manifestations. 

The author believes that study of the ventricular 
system (pneumoencephalography), angiography, and 
especially electroencephalography are indispensable 
for a precise diagnosis and for determining the type 
of therapy to be used. If a tumor or a vascular ab- 
normality is demonstrated, surgical therapy is always 
indicated; it is indicated also for the majority of cases 
of cerebral cicatricial formations. In other patients 
the treatment is essentially dietetic and medical. 

For medical treatment preference is given to the 
old and tried barbiturates, particularly phenobarbital. 
If this drug fails, the anticonvulsants such as hydan- 
toine, may be used. When ordinary dosages of all 
drugs fail it is suggested that a specialist in this field 
be called as he should have the experience to enable 
him to increase dosages to the limits of toleration. 

—John W. Brennan, M.D. 


The Premature Craniosynostoses and Their Surgical 
Treatment; New Operative Technique for Tur- 
ricephaly (Die praematuren Kraniosynostosen und 
ihre chirurgische Behandlung; Neue Operations- 
technik beim Turmschaedel). K. ScHirMann. Chirurg, 
1956, 27: 554. 


THE AUTHOR describes the operative technique he has 
used to correct a premature closure of the coronal and 
sagittal sutures in a 5 year old boy who showed signs 
of chronic increase in intracranial pressure. The op- 
erative principle is essentially the same as that de- 
scribed by Ingraham, except that it is more extensive. 
The author continues to make a bony trough an- 
terior to the coronal suture on each side of the midline 
as far down as the supraorbital region and from there 
the bony trough is extended laterally over the orbits to 
the anterior temporal suture. Furthermore, the crani- 


ectomy done along the course of the closed coronal 
suture is extended at its base posteriorly over the 
anterior superior portion of the squamous bone, while 
the bony trough made over the site of the lambdoid 
suture is also extended at its base anteriorly to the 


posterior portion of the squamous bone. All thre 
sutures, the sagittal, the coronal, and the lambdoid, 
are opened bilaterally in one single procedure through 
an incision extending from one temporal region to the 
other and passing through the site of the closed poste. 
rior fontanel. The author makes no mention of the 
periosteum. Apparently he does not resect it and he 
does not seem to line the edges of the bone along the 
artificially created suture lines with polyethylene. 
He claims that the circumference of the child’s head 
increased 3 mm. in 2 weeks, and 7 mm. in 3 months 
after the operation. 

On the basis of this one case the author states that 
surgical treatment of premature craniosynostosis js 
only indicated when there is evidence of increased 
intracranial pressure or definite evidence of develop. 
mental disturbances of the child’s brain. 

—George Perret, M.D. 


Cutaneocerebral Angiomatosis; an Anatomic Study 
(Angiomatose cutanéocérébrale; document anato- 
mique). J. DE AyuRIAGUERRA, G. Heuyer, A. Dot- 
rus, and Cu. DELL. Presse méd., 1956, 64: 2181. 


THE SYNDROME OF STURGE-WEBER is common enough, 
but the same type of lesion, except for magnitude, 
may involve one entire half of the brain and present 
cutaneous lesions over most of one half of the body 
(though such extensive lesions are admittedly rare). 
The authors here present the case history of a 3 year 
old male, without family history of such cutaneous or 
cerebral involvement, who presented the classical 
triad of a cutaneous angioma, glaucoma (with cho- 
roidal angioma), and disturbed cerebral activity. The 
child had very poor gait and general body stability, 
was mentally retarded, had had convulsions since the 
age of 2 months, and presented congenital glaucoma 
with blindness in the right eye. The right trigeminal 
area, both sides of the thorax, and large areas of the 
extremities on the right side were covered with angio- 
matoses. The cranial nerves appeared to be intact 
save for the right optic nerve. The left testicle was 
ectopic and there was extensive dental caries. 

At autopsy the right cerebral hemisphere was found 
to be approximately one-third as large as the left. A 
massive angioma covered the entire right cerebral 
hemisphere on all surfaces, extending from the post- 
rolandic area back over the occipital pole. The entire 
cerebellum was extensively vascularized and the con- 
tralateral hemisphere was moderately atrophic. Of 
particular interest was the matted, feltlike mass of 
angioma which practically replaced the meninges 
over the entire right half of the brain. The angioma 
which overlay the cerebrum extended through the 
greatly atrophied gray matter into the outer portions 
of the white matter, and it was made up entirely 
dilated and interwoven veins. Calcification was fo 
in the second and third cortical cell layers, and mainly 
in the occipital region. There were dilated veins in the 
floor of the third ventricle and telangectatic plaques 
were found in the lenticular nucleus. There was a most 
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extensive gliosis throughout the entire area of atrophy, 
and in the contralateral cerebellar hemisphere the 
Purkinje cells were missing. No angioma was found 
in any portion of the body other than the brain and 
the skin. 

The authors believe, with Van Bogaert, that cu- 
taneomeningeal angiomatosis is primary, with second- 
ary cerebral (and cerebellar) invasion, and with re- 
sulting gliosis and atrophy. The calcium deposits 
may be due to a disturbed metabolism within the 
walls of the veins. Excellent colored photomicrographs 


» accompany this informative article. 


—john Martin, M.D. 


Rare Mechanism of Development of an Acute Sub- 
dural Traumatic in Bulgarian). 
G. Savov. Chirurgia, Sofia, 1956, 9: 175. 

THE PATIENT was a 23 year old male who, 11 months 

previously while drunk, had fallen from a moving vehi- 

cie. He was brought to the nearest hospital in an un- 

conscious state and did not recover consciousness for 48 

hours. He was then brought to the neurosurgical 

department of the General Army Hospital. 

The patient constantly moved his extremities on the 
right side; those on the left remained immobile, even 
after strong stimuli. The spinal fluid was blood 
stained and under increased pressure. 

The roentgenogram disclosed a fracture line in the 
region of the right frontal bone, with a fragment 
directed into the frontal sinus. The condition of the 
patient became worse and, under the diagnosis of sub- 
dural hematoma in the left frontotemporal region a 
trephine opening was made. On opening the dura 60 
c.c. of blood stained fluid were obtained. The dura 
was closed and subsequently found to be pulsating. 

Following operation the condition of the patient 
improved. He did not answer questions, but carried 
out movements under command; he showed his 
tongue and moved his right extremities. During the 
succeeding two days his general condition improved 
still further, but on the third day he again became 
somnolent. With strong stimuli he sluggishly moved 
his right extremities. The trephination in the right 
frontotemporal region was repeated, and from 60 to 
70 c.c. of xanthochromatous fluid were removed. 
ae of the left side produced about 20 c.c. 
of fluid. 

Following this operation the condition of the pa- 
tient did not improve, and he died 2 days later. Just 
before the patient’s death the subdural space was 
again opened and large amounts of fluid were re- 


Autopsy disclosed a contusion with disintegration of 
the tissues involving the anterior portion of the corpus 
callosum adjacent to the anterior horn of the left 
lateral ventricle. In the middle of this area a fistula 
had formed between the left lateral ventricle and the 
subarachnoid space. The arachnoid was lacerated for 
several millimeters. 

The author concludes that the contusion of the 
corpus callosum and the fistula resulted from contre- 
coup. The laceration of the arachnoid resulted in a 
communication between the lateral ventricle and the 
subdural space. A valvular effect at the site of lacera- 
tion of the arachnoid permitted the cerebrospinal 
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fluid to pass into the subdural space, but prevented 
its return. In this manner the accumulation of fluid 
was continuously renewed. 

— John W. Brennan, M.D. 


The Globus Pallidus as a Surgical Target. Irvine S. 
Cooper and Nicotas PoLouKHine. 7. Am. Geriat. 
Soc., 1956, 4: 1182. 


AFTER A BRIEF REVIEW of the various surgical measures 
carried out in the past upon the central nervous system 
for the relief of parkinsonism, the authors detail at 
length their own procedures which have of recent 
years had a good deal of notice in neurosurgical 
circles. In 1952 they (Cooper) devised the operation 
of occlusion of the anterior choroidal artery, in order 
to produce infarction of the mesial globus pallidus and 
its efferent pathways. But the artery may vary in its 
area of supply, its origin and course, and even in the 
results of its occlusion. All these facts lead to operative 
difficulties, a rather high mortality rate, and somewhat 
limited results in the patients, all of whom should be 
under 55 years of age. 

In 1953 the authors developed the operation of 
chemopallidectomy, which they believe is a simple, 
reasonably safe, effective method for the alleviation of 
the tremor and rigidity of parkinsonism as well as 
other hyperkinetic manifestations. Chemopallidec- 
tomy involves the placement of a polyethylene cath- 
eter, by a direct and simple technique, directly into 
the globus pallidus. The small cranial opening may be 
made either at a point 6 centimeters from the midline 
or temporally, just above the zygoma. The position of 
the cannula is checked roentgenographically, and fol- 
lowing correct placement, a small amount of procaine 
is slowly injected. If the tip of the cannula is in the 
mesial globus pallidus, there will be an immediate 
cessation of contralateral tremor and rigidity. Follow- 
ing this, 0.5 to 1.0 cc. of absolute alcohol is slowly 
injected, or, more recently and with better success, 
the authors have been using 0.5 to 0.75 c.c. of etopalin. 
In the event that a large lesion is necessary to produce 
the desired result, a second cannula may be used. 
Thus, if the first cannula was passed into the anterior 
globus, the second cannula would be passed approxi- 
mately 1 centimeter behind it. The two cannula tech- 
nique has made a second operation less necessary 
when symptoms have returned. The cannula is always 
left in place up to 10 days, so that repeated injections 
(a second or third) to produce a large lesion may be 
done whenever there is an early recurrence of symp- 
toms, as is often the case. 

Not only are routine x-ray studies made of the skull, 
but immediately before the placement of the cannula 
pneumoencephalography is done, for it is in relation 
to the shadows seen in the AP and lateral projections, 
as described in detail by the authors, that one knows 
when the tip of the cannula is properly placed. The 
anatomy of this particular part of the brain is very 
complex and easily injured, so that it is imperative 
that the tip of the cannula rest in the mesial portion 
of the globus. The authors state that with practice, 
and particularly with the use of a small device which 
they call a pallidectomy guide (cannula holder), the 
technique is not too difficult for the serious operator 
who is willing to pay attention to small details. 


ronal 
r the 
while 
bdoid 
ce) the } 
three 
\doid, 
rough 
to the 
DOste- 
of the 
ad he 
g the 
lene. 
head 
onths 
3 that 
sis is 
eased 
elop- 
D. 
itudy 
nato- 
JOLL- 
ugh, 
tude, 
esent 
body 
are). 
year 
us or 
sical 
cho- 
The 
ility, 
e the 
oma 
ninal 
f the 
agio- 
ntact 
was 
yund 
ft. A 
bral F 
post- 
ntire moved. 
con- 
. Of 
33 of 
nges 
oma 
the 
ly 
yund 
sinly 
1 the 
ques 
most 


128 International Abstracts of Surgery - August 1957 


They have used the operation on patients ranging 
from 8 to 75 years of age. The mortality rate in 245 
patients treated by chemopallidectomy was 2.8 per 
cent, and complications are much less severe than 
those of choroidal artery ligation. 

—John Martin, M.D. 


Criteria in the Selection of Parkinsonian Patients for 
Chemopallidectomy. Davin Fatrman and Irvine S. 
Cooper. 7. Am. Geriat. Soc., 1956, 41: 1214. 


SINCE Goop surgical results are difficult to obtain in the 
perplexing syndrome of parkinsonism, the authors have 
made a particular point of the careful selection of pa- 
tients for such treatment. They point out that tremor 
and rigidity are by no means the total of the symptom 
complex. It involves, rather, many changes of attitude, 
of social outlook, of depression and worry over diffi- 
culties of speech, of feeding one’s self, or of merely 
watching the inexorable progress of the disease. The 
authors believe that chemopallidectomy must not only 
relieve the tremor and rigidity, but it must also leave 
the patient with an increased feeling of well being and 
satisfaction—a new found place in his social circle. 
They believe it important to know, preoperatively, just 
what the patient is seeking, and then after a thorough 
study by a neurologist, a psychiatrist, and an internist, 
including electromyography and electroencephalogra- 
phy, the situation is discussed with both patient and 
relatives. 

Among some contraindications for surgery are the 
following: (1) symptoms of pseudobulbar palsy, es- 
pecially in the long-standing condition or in the elderly 
patient; (2) respiratory difficulty, such as uncontrolla- 
ble over-breathing, as well as vegetative phenomena 
(spontaneous hyperthermia and excessive sweating) ; 
deterioration marked by confusion, disin- 
terest in surroundings, negativism, and akinetic symp- 
toms; (4) psychiatric disturbances with excessive 
anxiety, paranoid manifestations, delusions, and ob- 
sessive compulsions; and (5) physiologic old age. 
Chronologic advanced age is no contraindication to 
chemopallidectomy, but physiologic deterioration is a 
definite warning against it. 

When it is felt that the patient will have enough of 
his original self intact to make use of his freedom from 
tremor and rigidity after surgery, the operation is ad- 
vised, either unilateral or bilateral as necessary, pro- 
viding (1) the condition is progressive, (2) medical 
treatment has not helped the patient significantly, (3) 
the degree of involvement is marked enough to justify 
the procedure, and (4) there are no obvious contrain- 
dications such as are listed above. 

— John Martin, M.D. 


The Clinical Results and Follow-Up Studies in a 
Personal Series of 300 Operations for Parkinsonism. 
Irvine S. Cooper. 7. Am. Geriat. Soc., 1956, 4: 1171. 


In A Group of 300 patients treated surgically for 
parkinsonism, 55 of them were operated upon by the 
author himself by the method of ligation of the an- 
terior choroidal artery. This, of course, was the 
author’s original treatment, but because of its diffi- 
culty, the high mortality, and other reasons, it has 
been superseded in his clinic by chemopallidectomy. 
Sixty-five per cent of the patients treated by ligation 


of the artery were virtually relieved of their tremor, 
and rigidity was abolished or markedly relieved in 75 
per cent. With such relief of rigidity there comes a 
return of function, particularly in the form of patient 
self-help. Any patient whose anterior choroidal artery 
has been successfully occluded may expect his result 
to be permanent, judging by experience so far. The 
mortality risk from anterior choroidal artery occlusion 
is 10 per cent. The risk of enduring hemiplegia, the 
result of this operation, is 8 per cent. The operation 
must be limited to patients under the age of 55 and it 
is best suited to far-advanced cases of great disability 
and incapacitation. 

The change to chemopallidectomy, to replace 
choroidal artery ligation, was done because of the 
lowered operative risk and greater ease of surgical 
operation. By means of a fine cannula passed accurate- 
ly into the globus pallidus, procaine first (as a test of 
the accuracy of leuilecien sail then alchol or some 
other destructive agent may be injected into the nu- 
cleus, and there will be immediate relief of contralateral 
tremor and rigidity in 85 per cent of the patients. 
Approximately 50 per cent of these will have some 
recurrent symptoms within a week, and therefore re- 
injection is performed through the cannula which was 
left in place. In the end, after the cannula has been 
removed after approximately 10 days, the final result 
is that 80 per cent of the patients are relieved of the 
tremor and rigidity. 

The crucial period as regards the possibility of a 
return of tremor and rigidity following chemopallidec- 
tomy is during the first 8 weeks. The return of some 
degree of the symptoms probably is due to the fact 
that the edema and compression surrounding the 
original lesion subsides, leaving an area of true de- 
struction that is too small. Therefore, a technique for 
the production of a larger lesion has been perfected 
using two cannulae, or, when necessary, by second 
operation. 

Seventy per cent of the 245 patients with chemopal- 
lidectomy have had lasting relief (3 to 24 months) from 
the tremor and rigidity contralateral to the side of 
operation, without impairment of motor or sensory 
function. Transient complications such as speech dis- 
turbances and autonomic changes may be seen in the 
occasional patient. The mortality rate in the 245 pa- 


tients was 2.8 per cent. The incidence of hemiparesis f 


or hemiplegia as a complication of the operation was 
2 per cent. Mental confusion following the injection 
may last from days up to 10 weeks but responds to 
general nursing measures. 

The surgeon who undertakes to do this type of oper- 
ation exposes himself to much judgment, perhaps 
misunderstanding, by the patient, the relatives, his 
colleagues, and the medical public. The author be- 
lieves that one should not undertake this particular 
line in neurosurgery unless he is willing to devote a 
considerable part of his time and attention not only 
to the problem of the surgical technique but also to 
the problem of parkinsonism and its many ramifica- 
tions. The surgeon must both understand and examine 
his own psychologic capabilities of withstanding cer- 
tain of the circumstances which are peculiar to the 
practice of this type of surgery. 

— John Martin, M.D. 
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Elimination of the Pituitary Gland in Cases of Incur- 
able Cancer by Means of Percutaneous Intrasellar 
Implantation of Radioactive Gold (Ueber die Hy- 
pophysenausschaltung bei inkurablen Krebsfaellen 
mit Hilfe perkutaner, intrasellaerer Implantation von 
radioaktivem Gold). K. H. Bauer. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1956, 284: 438. 


Tue AUTHOR, who is Professor of General Surgery at 
the University of Heidelberg, presents his own tech- 
nique of dealing with pituitary tumor or hypophy- 
sectomy. Because of his high mortality and morbidity 
with the intracranial approach of the pituitary re- 
gion, he replaced the usually accepted technique by 
percutaneous electrocoagulation of the pituitary 
gland and pituitary adenoma. He used the same type 
of needle for electrocoagulation that he had used for 
the electrocoagulation of the gasserian ganglion in 
cases of trigeminal neuralgia. He claims that with 
bipolar coagulation of adenomas of the hypophysis 
he has not lost a single one of 33 patients. 

The author has used the same coagulation method 
in an attempt to destroy the normal hypophysis in 
cases of breast carcinoma with multiple metastases. 
He uses a roentgen apparatus, which allows him to 
visualize the direction of the needles which puncture 
the hypophysis and to control and correct their course 
within the lighted operating room and without dark 
adaptation. At autopsy it was found that the hypo- 
physis was only subtotally destroyed by coagulation 
necrosis, but that normal hypophysial tissue remained 
in the periphery of the gland. It always remained 
difficult to judge the necessary dose. Therefore the 
author decided to implant radioactive gold into the 
pituitary gland. He claims that the action of the emit- 
ted rays are the equivalent of 100,000 roentgen units 
in the immediate vicinity of the implant and that the 
periphery of the sella turcica still receives an equiv- 
alent of 10,000 roentgen units, but that the region 
of the optic nerve only receives 500 roentgens. 

Histologically, the hypophysis showed central 
necrosis and changes of the necrotic tissue into a 
hyaline scar. However, some normal tissue was still 
found in the periphery of the hypophysis. At the pres- 
ent time he implants two parallel small pieces of 
radioactive gold, each one with an activity of 10 
millicuries. He claims that he has used his technique 
in 46 cases without mortality and states that the pal- 
liative procedure should not be more dangerous than 
the basic disease itself. Unfortunately, in his presenta- 
tion he fails to disclose any evidence of pituitary dys- 
function or benefit to his patients and shows no histo- 
logic or clinical evidence of complete or even subtotal 
pituitary destruction. —George Perret, M.D. 


MISCELLANEOUS 


Actinomycosis of the Nervous System (Ueber die 
Aktinomykose des Nervensystems). E, ZANDER and F, 
BaRontINI. Schweiz. med. Wschr., 1956, 86: 1409. 


THE PATIENT was a 37 year old man who at the age of 
20 had suffered a fracture of the clavicle. A pul- 
monary tuberculosis of the left upper lobe had been 
treated with streptomycin and para-aminosalicylic 
acid, and, 3 years previously, by induction of pneu- 
mothorax. The present illness began as a severe and 
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worsening headache in the right frontal region, ac- 
companied by visual disturbances, diminished ca- 
pacity for mental concentration, and periods of mental 
confusion. Later the patient had suffered from vomit- 
ing, even with the stomach empty, from severe pain 
in the region of the neck, and paresthesias in the left 
arm. In recent weeks there had been periods of loss 
of consciousness for five or ten minutes, accompanied 
by involuntary urination. 

At the time of admission the patient exhibited 
periods of moderate mental confusion. There was a 
bilateral choked disc (2 to 3 diopters), moderately 
diminished vision, and a left homonymous hemia- 
nopsia. The left pupil was definitely larger than the 
right, sensation for pain and touch were diminished 
over the left half of the face, there was a mild weak- 
ness of the left angle of the mouth, and a discrete 
paresis of the left arm with apraxia of the left hand. 
The electroencephalogram showed delta waves post- 
centrally on the right side, and the carotid angio- 
gram disclosed displacement of the anterior cerebral 
artery toward the left and moderate displacement of 
the sylvian vascular group medially and upward. 

Upon exploratory puncture of the brain an abscess 
containing 20 c.c. of yellowish-green, odorless, thick 
creamy pus was found 3 cm. below the posterior 
surface. Cultures of the pus produced gram-positive, 
densely interwoven, threadlike colonies with the bio- 
logic and staining characteristics of actinomyces bovis 
Israeli. 

Through an osteoplastic craniotomy on the right 
side an orange-sized, multi-loculated, subcortical 
abscess was removed; 20,000 units of penicillin and 
50 mgm. of streptomycin were instilled in the abscess 
cavity. No drainage was instituted. The lining mem- 
brane of the abscess cavity was 1.5 cm. in thickness. 

Two days later craniotomy had to be repeated 
because of extensive edema of the brain tissue about 
the involved area. The edema was controlled by 
artificial hibernation with hydergin, panthesin, and 
sandosten. Penicillin was continued in a dosage of 
20,000 units daily until 42 million units were given. 
Under this therapy the neurologic symptoms, with 
the exception of the hemianopsia, disappeared, the 
patient gained weight and strength, and at present, 
6 months after the operation, he has returned to 
work. He seems to be perfectly well. 

This case is the first case of recovery from this 
condition which has been reported in the German 
literature, the second case of cerebral bovine actino- 
mycosis in the world literature, and the sixth case 
of actinomycosis of the brain which has been reported 
in medical literature. The remaining 4 patients suf- 
fered from infection of the brain with actinomycosis 
asteroides of Nocard. — John W. Brennan, M.D. 


Primary Sympathogonioma of the Shoulder with 
Eventual Death in an Adult (Sympathome primitif 
de Pépaule 4 évolution mortelle chex un adulte). A. 
C. Neze.or, and Presse méd., 1956, 

2186. 


SYMPATHOMAS OR NEUROBLASTOMAS are a type of 
dysembryoplastic tumors, neural in origin, and they 
are almost always found in infants and in a retro- 
peritoneal site. The authors have had the opportunity 
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to study such a tumor in a 72 year old man, with its 
primary site in the soft tissues of the posterior surface 
of the right shoulder. 

The patient’s history extended only over a 7 month 
period, with rapid growth of the tumor from a small 
nut-sized, subcutaneous, painless mass to an ulcerated, 
indurated, painful lesion the size of a large apple. It 
was adherent to the surrounding edematous skin, but 
it was not adherent to the underlying fascia or bone. 
Its surgical removal was easily accomplished. 

Histologically, the tumor was very cellular, with 
large nuclei, scanty cytoplasm, poorly defined cell 
borders, and without evidence of mitosis, inflamma- 
tion, hemorrhage, or calcium deposit. It had an all 
over homogeneous appearance, the cells showing little 
variation and being arranged into rosette formations. 
Many of the cells demonstrated fine fibrillary proces- 
ses. The diagnosis was neuroblastoma or sympatho- 
gonioma. 

Six months later a second tumor, histologically 
identical to the primary tumor, was removed from the 
lower edge of the old scar. Two months after that a 


third tumor was removed from the junction of the 
right deltoid and triceps muscles. Fifteen months 
later the patient again presented himself with a huge, 
painful, ulcerating lesion which involved the outer 
scapular region and the upper third of the right 
brachium. All three recurrent tumors were identical 
in microscopic appearance to the primary tumor. 
Autopsy was not obtained, but throughout the more 
than 3 years of observation the clinical signs and 
metabolic studies did not indicate the existence of any 
tumor of the adrenal glands or elsewhere in the retro- 
peritoneal space. Neither deep x-ray treatment nor 
nitrogen mustard was effective. 

Of 60 cases of neuroblastoma in adults, the authors 
found that 57.6 per cent were retroperitoneal, 18.6 
per cent were intrathoracic, 15.2 per cent were of the 
abdominal viscera and 8.6 per cent were superficial 
(head, neck, inguinal region, shoulder, and pectoral 
region). It has been said that these tumors in the 
adult, and especially those in a peripheral location, 
are rather favorable to treatment, but the authors 
disagree with this statement. — John Martin, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


A Method of Fixation for Multiple Rib Fractures, 
with Care of a Case, M. Guicx. Med. 7. Australia, 
1957, 50: 6. 


A MOTORTRUCK DRIVER, aged 43 years, was admitted 
to the Saint George Hospital, Kogarah. He had been 
involved in a motorcar accident, in which he was 
forcibly thrown forward across the steering wheel. 

On admission to the hospital, he was in a state of 
moderately severe shock. He had a contusion on the 
forehead, and a laceration of the chin which required 
suture. Examination of the patient revealed an area 
of the anterior chest wall in the left upper region 
which was moving paradoxically and was causing 
severe localized pain. The pain was aggravated by 
breathing, coughing, and any movement. There was 
clinical evidence of fractures of the third, fourth, and 
fifth ribs in the anterior axillary line, and there were 
fractures anteriorly, or detachments, from the ster- 
num of the second and third ribs. Movement could 
be elicited in the body of the sternum at the level of 
the fourth rib anteriorly. Of the several fracture 
sites, that of the sternum seemed least painful. There 
was no evidence of surgical or mediastinal emphy- 
sema, pneumothorax, or hemothorax, or of any inter- 
ference with the heart or great vessels. There were a 
few bronchitic signs in both lungs, the breath sounds 
being diminished on the injured side. He had a 
cough with clear frothy sputum. Roentgenograms 
showed an unsuspected fracture of the sixth rib. 

The maximal area of the abnormal movement was 
in the region of the anterior ends of the third and 
fourth ribs. Traction on these was contemplated. 
Through a short transverse incision over the anterior 


end of the third rib, the underlying rib was exposed. 


The periosteum was incised and a stainless steel wire 
was passed round the rib subperiosteally. It was 
passed round to facilitate subsequent removal. As soon 
as traction was applied to this wire, the paradoxical 
movement ceased and the “‘floating” area and sternum 
moved as one with the rest of the thoracic cage. A 
further wire was passed around the same rib in case 
one wire should break. The wound was closed. 
Traction on the wire was maintained by applying 
a light plaster of paris framework which did not en- 
circle the chest, but in which a steel rod was incorpo- 
rated, forming a half-circle forward in the transverse 
plane of the thorax. To this the wires were attached. 
It was then observed that a constant pull on the wires 
caused movement at the fracture sites as the chest 
moved on respiration. The introduction of an elastic 
strip between the wires and the rod allowed some 
take-up on inspiration and restraint on expiration, so 
that the mean tension on the chestwall was constant. 
The author reports that the patient was free from 
pain and freely mobile in 24 hours. The wires were 
detached from the rod on the twelfth day after opera- 
tion and on the next day the apparatus was removed 
and the patient discharged. —Alan L. Dorian, M.D. 
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Carcinoma of the Breast; an Analysis of Factors Af- 
fecting Prognosis, Not Resulting from Treatment. 
W. F. Wassink. Arch. chir. Neerl., 1956, 8: 296. 


THE AUTHOR reports the factors of importance, other 
than treatment, in the prognosis for carcinoma of the 
breast. The report is based on 658 patients treated or 
observed in the hospital of the Netherlands Cancer 
Institute from 1931 to 1945. No patients were lost to 
follow-up study. 

The clinical classification of cancer of the breast at 
this institution is as follows: group A 1—carcinoma of 
the breast without axillary lymph node metastases on 
microscopic examination; group A 11—carcinoma of 
the breast with axillary metastases involving only the 
centrally situated nodes, so that they were surrounded 
by peripheral nodes free from tumor; group B 1— 
carcinoma of the breast with involvement of lymph 
nodes as far as the periphery of the excised tissues; 
and group B 11—carcinoma of the breast with metas- 
tases outside the axillary region. The prognosis with 
surgery and x-ray therapy is progressively worse as 
one descends from stage A 1 to B 1. 

The author is concerned mainly with the following 
four factors which affect the prognosis: (1) size of the 
tumor, (2) length of time before treatment, (3) length 
of survival in patients dying from recurrence or me- 
tastases, and (4) possible correlations between these 
factors mutually and with age. The data collected 
from the patients who had operable carcinoma of the 
breast and later died of their tumor showed a longer 
mean survival in those patients who had smaller 
tumors. The author also found that the waiting times 
of the “inoperable” patients in all age groups was 
longer than that of the patient who had operable 
cancer of the breast. The survival time of patients 
dying from recurrences or internal metastases in all 
age groups was longest in stage A 1 and shortest in 
B 1. Patients belonging to group A 1 and succumbing 
to their cancer, do so practically only in consequence 
of lung or skeletal metastases. The percentage of pa- 
tients without metastases among “operables” was 
shown to increase slowly with age. However, many 
more patients with inoperable carcinoma were found 
in the higher age groups. Since age itself did not make 
a patient inoperable the author believes this age group 
is more inclined to wait until the cancer is inoperable 
before seeking medical aid. Indeed the waiting time 
was longer in the higher age groups. The author 
strongly supports the viewpoint that it is the negli- 
gence of the patient and not the higher degree of 
malignancy of the tumor that places a patient in the 
inoperable group. 

A gradual improvement of the clinical material 
was shown in that the number of patients with in- 
operable cancer or with cancer of poor prognosis had 
decreased in recent years in favor of cases with better 
prognosis. The patients with operable carcinoma were 
more frequently found to be free of lymph node me- 
tastases, while among those showing metastases, the 
percentage of group A 11 with limited extension was 
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growing. Since there were no convincing grounds for 
attributing this fortunate state to an altering selection, 
the authors regard it as the result of the average short- 
ening of the waiting time of patients with cancer of 
the breast in the Netherlands, following greater alert- 
ness and an increasing willingness to seek medical help. 
The beneficial role of organized public education is 
recognized also. —Lloyd D. MacLean, M.D. 


The Role of Hypophysectomy in the Treatment of Ad- 
vanced Mammary Cancer (Il ruolo dell ’ipofisecto- 
mia nel trattamento dei tumori della mammella in 
fase avanzata). V. Russo. Boll. oncol., Rome, 1956, 
30: 509. 


Tuis is a short review of the relationship between the 
pituitary and suprarenal glands in the evolution of 
mammary cancer. The relationship between the two 
is discussed. The author concludes that neither supra- 
renalectomy nor hypophysectomy alone can be proved 
a superior measure, and at the moment both opera- 
tions appear to be indicated. No personal experience 
is given. 

The bibliography is relatively extensive and covers 
most of the more important articles, particularly those 
from the past. It is not always realized how extensive 
the literature in the 1930’s was on this subject. 

—Roger H. L. Wilson, M.D. 


Radical Mastectomy with En Bloc in Continuity Re- 
section of the Internal Mammary Lymph Node 
Chain. Jerome A. Urzan. Am. J. Roentg., 1957, 77: 
431. 


THE AUTHOR notes that about 50 per cent of the pa- 
tients with primary breast cancer will not survive 5 
years following radical mastectomy. Improvement in 
primary surgical control will come about, accordin 

to this experienced and well-informed author, by (i) 
earlier detection and earlier radical surgical removal 
of the cancer and (2) more adequate removal of the 
cancer together with its primary lymphatic drainage 
depots. A combination of these two factors, comple- 
mented by roentgenotherapy, will certainly increase 
our survival rate, if the more radical surgery is not 
accompanied by increased morbidity and mortality. 

In extending the classical Halsted radical mastec- 
tomy the author recommends the addition of an in 
continuity, en bloc resection of the internal mammary 
lymph node chain which is a primary lymphatic 
drainage depot of the breast. 

Two hundred and fifteen cases are reported with 
only one postoperative death and a minimal post- 
operative morbidity. The internal mammary nodes 
were found to be involved in 35 per cent of the pa- 
tients. However, the location of the primary tumor 
was either central or medial in 194 of 215 patients. 
An overall 3 year survival rate of 81 per cent is re- 
ported, with a 3 year survival rate of 67 per cent for 
patients living without evidence of disease. 

The author recommends this procedure for Stage I 
and Stage II lesions, particularly if the tumors are in 
the central or medial sectors of the breast. Postopera- 
tive radiotherapy is recommended for patients with 
metastases to the first interspace or apex of the axilla. 
An improved 5 year survival rate is anticipated for 
this group of patients. —Edward F. Lewison, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Electrocardiographic and Circulatory Function Stud- 
ies in Lung Diseases (Elektrocardiographische und 
Kreislauf-Untersuchungen bei Lungenkrankungen). 
A. GrunDEL. Thoraxchirurgie, 1956, 4: 314. 


THE AUTHOR has studied 282 surgical and nonsurgical 
patients with various lung diseases by means of elec- 
trocardiography and circulatory function tests as 
described by Broemser-Ranke, Wezler-Boeger, and 
Schellong. Such tests are not meant to substitute for 
spirometry, gas analysis, or cardiac catheterization, 
but to complete the information obtained from these 
measures. Studies on the patient’s cardiac and circula- 
tory status as well as on the influence of chest surgery 
upon his heart and circulation should be intensified as 
much as possible in order to improve judgment of 
the operative risk, adequate medical support during 
and after major chest surgery, and the patient’s 
ability to work after successful therapy. 

Of the 282 patients studied, 191 had tuberculous 
lesions, 45 had bronchogenic carcinoma, 46 had non- 
specific lesions (bronchiectases, foreign bodies, absces- 
ses) and 14 had operatively destroyed lungs. 

It could be shown that active tuberculosis leads 
primarily to reversible circulatory changes, and that 
improvement takes place during the latent stages and 
after successful surgery. If, on the other hand, the 
disease progresses and chronic fibroid tuberculosis 
develops, myocardial disease invariably ensues within 
the course of a few years and leads to dilatation and 
failure of the hypertrophied right heart. Follow-up 
studies after thoracoplastic procedures revealed a high 
incidence of irreversible circulatory changes as well as 
myocardial disease, whereas after successful pneu- 
molyses, an improvement of the circulation was ob- 
served. 

After pneumonectomies for tuberculous lesions, in- 
creased peripheral resistance was found in all but 2 
cases of 10, followed by compensatory increase in the 
blood pressure, decrease in stroke volume, and in- 
crease in the minute volume. Blood which cannot be 
pumped out of the heart during systole after decrease 
in the stroke volume has occurred distends the heart 
muscle and leads to more forceful contractions which 
in turn bring back the circulation to normal level. 
However, in the long run hypertrophy, mainly of the 
right ventricle, develops. Therefore, a long period of 
bed rest and careful mobilization is required in the 
postoperative period in order to adjust the circulation 
to the altered conditions. 

In the tumor group only 2 of 45 patients were free 
from circulatory changes and myocardial disease. 
Both patients had carcinoids. The incidence of myo- 
cardial disease and changes of the circulation was 
higher in this group than in the tuberculoses. Myo- 
cardial disease was invariably present if the history of 
the malignant disease extended over a period of a 
year or more. Apparently these changes result from 
metabolic disturbances and toxic effects due to the 
malignant disease. 

After long-standing bronchiectases and abscesses, 
changes of the circulation were found, but their 
development was very slow. There were only a few 
cases of organic heart disease in this group. They were 
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invariably associated with circulatory changes and in 
most instances with myocardial disease. 

Patients with traumatic lesions and foreign bodies 
failed to show any appreciable effects on their heart 
and circulation due to the disease. 

In the small group of 14 patients having destroyed 
lungs, myocardial disease was noted in the electro- 
cardiogram preoperatively, but from 1 to 1.5 years 
after pneumonectomy the changes disappeared. This 
interesting observation needs further study. 

—Erwin Simandl, M.D. 


Closed and Open Injuries of the Lungs and Pleura 
(Die geschlossenen und offenen Verletzungen der 
Lunge und des Brustfells). R. ZENKER. Langenbecks 
Arch. u. Deut. Lschr. Chir., 1956, 284: 152. 


RECENT sTuDIES on the pathologic physiology of the 
respiration, metabolism, and lesser circulation as well 
as recent surgical advances have influenced the treat- 
ment of closed and open wounds of the lungs and 
pleura. In the surgical clinics and hospitals of Frank- 
furt and Giessen the peacetime incidence of closed 
injuries has increased during the past 10 years chiefly 
as the result of traffic and industrial accidents. The 
mortality rate for the severe types of injury was about 
12 per cent, and more than half of the deaths oc- 
curred within the first 6 hours following the accident. 
The first 4 days constitute a critical period, while pa- 
tients who survived for 8 days usually recovered. 

An analysis of the most immediate effects, i.e., 
respiratory disturbances and shock, has proved of 
value in determining treatment. Circumscribed 
hemorrhages in the parenchyma of the lung may be 
resorbed or lead to pulmonary edema, or the so- 
called “‘wet” lung. A partial or total collapse of the 
lung may develop. Pain and reduction of the oxygen 
pressure in the alveoli may give rise to pulmonary 
edema and their prevention and relief are most im- 
portant. Pain may be relieved with drugs (dolantin) 
or by blocking of the intercostal nerves. Oxygen ad- 
ministration and the relief of pain serve to break the 
vicious circle of hypoxia, pulmonal hypertension, 
pulmonary edema, and disturbances of diffusion, as 
they permit an increase in the supply of carbon diox- 
ide to the blood and tissues and thus avert acidosis. 
It is imperative, however, to ascertain first whether 
hemothorax, hemopneumothorax, tension pneumo- 
thorax, or mediastinal emphysema are present. 
Emergency measures are frequently necessary and 
instruments for puncture of a hemothorax, relief of 
pressure, and for the insertion of a Buelau drain 
should be available in every hospital ambulance. The 
author does not believe that evacuation of a hemo- 
thorax with restoration of negative pressure will nec- 
essarily precipitate the danger of renewed hemor- 
rhage. A hemothorax must be evacuated as thoroughly 
as possible, but if more than 1,000 c.c. are with- 
drawn, the mediastinum may be displaced toward 
the injured side because of the delay of inflation of 
the collapsed lung. A larger hemothorax will require 
daily punctures for the first 3 to 5 days to combat 
reactive pleural exudation. If the response is unsatis- 
factory after 5 days, a Buelau drain should be intro- 
duced. Should internal hemorrhage persist and punc- 
ture yield coagulable blood 5 hours after the injury, 
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a thoracotomy may be indicated to locate the site of 
bleeding (thoracotomy was never needed in the au- 
thor’s cases). 

Threatening collapse of the lungs in cases of bi- 
lateral hemopneumothorax may best be prevented 
by Buelau drainage. Also tension pneumothorax will 
respond to the latter. In cases of mediastinal emphy- 
sema mediastinotomy may be indicated. Should the 
signs of pulmonary edema persist following expansion 
of the lung, the involved area of the bronchial tree 
must be cleansed through a semirigid catheter intro- 
duced through the nose into the trachea and by 
bronchoscopic suction under anesthesia. Aspiration 
under direct observation through the bronchoscope 
under local anesthesia was rarely necessary. If there 
is marked mucus obstruction of the bronchi in the 
unconscious patient, a tracheotomy may be indicated 
and should not be delayed too long. 

Open injuries of the chest are less common in 
peacetimes and had a lower mortality rate (8.6 per 
cent). Aside from injuries to the heart, large vessels, 
and diaphragm, the two most serious dangers include 
hemothorax, usually combined with pneumothorax 
and tension pneumothorax. Wounds of the lung may 
stop bleeding and heal spontaneously, but injured 
vessels in the chest must be located and treated. 
Usually all layers of the chest wound may be closed 
by primary suture, the deeper layers after careful 
resection. In unclean and lacerated wounds, however, 
a delayed primary suture is recommended. Following 
careful resection of the deep layers (these are closed 
airtight and covered with vaseline gauze), the skin 
and subcutaneous fatty tissues are united after 4 to 5 
days, with widely spaced sutures. A Buelau drain is 
then inserted to prevent hemothorax and tension 
pneumothorax. 

In the presence of a cloak-shaped hemothorax with 
slight or no pneumothorax, repeated puncture may 
suffice with the administration of blood, electrolyte 
solutions, and antibiotics. If evacuation of the hemo- 
thorax and lung expansion are not achieved a rapid 
infection and thickening of the pleura will result. The 
decision for early decortication of a hemothorax in 
the process of organization should be made between 
the second and fourth weeks, although it was suc- 
cessfully performed by the author in one case 2 
months after the injury. 

Decortication may not suffice for the relief of 
residual empyema cavities, with or without external 
or internal fistulas, and, therefore, Heller’s screen 
operation, which permits preservation of the existing 
respiratory function, is preferable. Surgery may be 
necessary for vascular erosions, suppurations, or fis- 
tulas developing from missiles or foreign bodies that 
have remained in the lungs for years. It is emphasized 
that even slight hemorrhage is an indication for sur- 
gery since it may be a precursor of massive hemor- 
rhage. Endobronchial removal of a foreign body is 
contraindicated if the history shows hemorrhage, but 
is suitable when the foreign body lies free in a lobular 
or segmental bronchus if vascular erosion can be ex- 
cluded and the bronchiectases are retrogressible. 
Lobular or segmental resection is preferable to pneu- 
motomy with removal of the missile and drainage of 
the suppurative focus. Rigid abscess walls often fail to 
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Fic. 1 (Barthel). Chest film at the time of admission. 


collapse with resulting fistulization and “‘lattice” lung. 
Fistulas may develop between the bronchial tree and 
other organs. Such a case involving the intrahepatic 
bile passages is described, in which recovery followed 
resection of the lateral and posterior basal segments of 
the right lower lobe and closure of the biliary duct 
fistula in the diaphragm. In addition to the x-ray 
findings, a schematic presentation of the development 
of pulmonary edema due to trauma and pressure and 
oxygen changes in rabbits in experimental media- 
stinal emphysema are given in the original article. 
—Edith Schanche Moore 


Aplasia of a Pulmonary Artery (Aplasie einer Lungen- 
arterie). HEINz BARTHEL. Thoraxchirurgie, 1956, 4: 287. 


AMONG THE VARIOUS MALFORMATIONS of the stem, main 
branches, or peripheral ramifications of the pulmo- 
nary arterial system, true aplasia of the right or left 
pulmonary artery is a rare occurrence. Eighteen cases 
of this anomaly have been described in the literature 
up to date. The author has observed an additional 
case. 

The anomaly was found in a 14 year old boy, in 
whom a systolic murmur and elevation of the systemic 
blood pressure were detected during an appendectomy 
one year prior to admission. The findings were inter- 
preted as being due to a congenital malformation of 
the heart or great vessels and the patient was referred 
to the “Chirurgischen Universitaetsklinik, Hamburg- 
Eppendorf. 

On admission the heart was found to be of normal 
size on percussion; a thrill was felt over the sternum 
and the left margin of the heart. There was a loud 
systolic murmur over the entire precordium, well 
transmitted to the back, its punctum maximum being 
audible at the pulmonic area. The systemic blood pres- 
sure varied between 130/75 and 160/90 mm. Hg. 
The pulse rate was 90, and the vital capacity 3,200 c.c. 
The blood picture was normal. Fluoroscopy revealed an 
aneurysmlike shadow arising from what appeared to 
be the right ventricular outflow tract of the otherwise 
normal-shaped heart. Hilar dance and increased peri- 
pheral vascular markings were also noted. The electro- 


cardiogram showed right axis deviation and incom. 
plete right bundle branch block. The diagnosis of a 
patent ductus arteriosus was made and a thoraco- 
tomy performed on March 29, 1954. A patent ductus 
arteriosus was not found, but the proximal part of the 
aortic arch as well as the stem and right pulmonary 
artery were widely dilated, a marked thrill being pal- 
pable over the dilated aorta. The left pulmonary 
artery was absent, the entirely normal appearing left 
lung being supplied by 5 segmental arteries originating 
from the descending aorta. Since there was no evidence 
of sequestration, infection, or left ventricular strain, 
a pneumonectomy was not performed. Postoperatively 
the patient did well. The appearance of the anomaly 
at operation, which resembles a truncus or pseudo- 
truncus arteriosus, differs from the latter malformation 
in that the aortopulmonary septum is fully developed 
but outgrowth of one pulmonary artery has not taken 
place. Normally, the pulmonary arteries, derived from 
the sixth aortic arches, grow into the lung field on 
either side and fuse with the arterial lung sinuses, 
which are formed in the first weeks of fetal life. 
Simultaneously, the primary bronchial arteries oblit- 
erate, except the cranial pair which finally become the 
definitive bronchial arteries. Aplasia of one pulmo- 
nary artery ensues if either outgrowth of the respec- 
tive pulmonary artery, or its fusion with the arterial 
lung sinus does not occur. Thereafter, on the basis of 
how many bronchial arteries remain patent or oblit- 
erate, sequestration of part’of or the entire respective 
lung results. 

In the case presented, the involved lung was fully 
supplied by the 5 bronchial arteries which remained 
patent. Only one of the 18 cases reported in the litera- 
ture represented the same type of anomaly. If the en- 
tire number of primary bronchial arteries is main- 


Fic. 2. Operative view demonstrating the segmental 
arteries supplying the involved lung. 
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tained in such a case, there is no sequestration or de- 
crease in the vascular bed of the involved lung. There- 
fore, the commonly known diagnostic criteria, (1) 
shift of the mediastinum with herniation of the healthy 
lung, and (2) absent or diminished vascular markings 
of the hilum or peripheral lung field, are of no help. 
Even angiocardiography may be misleading as the 
absence of filling of one pulmonary artery can be due 
to reflex, inflammatory, or tumor occlusion. 

The author briefly describes the case of a 44 year 
old male, who had a known bronchial adenoma. 
Three years after the lesion was diagnosed, the grow- 
ing adenoma occluded the left pulmonary artery. 
Angiocardiography showed the classical findings of 
aplasia of one pulmonary artery. 

—Erwin Simandl, M.D. 


The Histogenesis of Cystic Lung Cavities (Beitrag zur 
Histogenese der bulloesen Lungencavernen). M. AL- 
VES DE Sousa. Schweiz. med. Wschr., 1957, 87: 81. 


THE CYSTIC TUBERCULOUS CAviTyY in the lung is the 
terminal stage of a histological healing process which 
develops under treatment with tuberculostatic drugs, 
particularly INH. 

To trace this development the cavity walls of 120 
surgical specimens were studied histologically. All of 
the patients had been treated with tuberculostatic 
drugs for a long time. 

Almost all of the cavities showed a specific zone 
rich in epithelioid and giant cells, and occasionally 
containing collagen fibers, between the necrotic and 
the granulation layers. It is assumed that the ex- 
tremely thin wall of the cystic cavity is formed from 
collagenous tissue arising from this “epithelioid- 
collagenous” zone. In almost all cases collagen fibers 
have been found fused into the walls of the cystic 
cavities. The thickness of the cavity wall depends on 
the extent of involvement of the elements of the outer 
capsule. 

The author points to the similarity between the 
histological structure of the walls of the treated cav- 
ities and that of the capsules of the caseous foci. 

—Victor R. Jablokow, M.D. 


Chronic (Healed) Dissecting Aneurysms. Joun T. 
Prior, Rosert T. BurAN, and THEODORE PERL. 7. 
Thorac. Surg., 1957, 33: 213. 


THE CLINICAL and pathologic changes that accom- 
pany a healed dissecting aneurysm of the aorta are 
presented. The authors discuss a total of 79 cases of the 
chronic type of healed aortic aneurysm with survival 
by 16 for a period greater than 1 year. A re-entry of 
the dissecting aneurysm into the parent aortic lumen 
is necessary for survival. In 96 per cent of the patients 
this revascularization failed and death due to either 
heart failure, hemorrhage from the aneurysm, or 
cerebral hemorrhage was the result. 

Cardiac failure is believed to be caused by mechan- 
isms similar to those resulting from coarctation of the 
aorta. Left ventricular hypertrophy is caused either 
by the increased work due to the resistance of the new 
dissecting vascular channel or by the compression of 
the aortic lumen by the sac. Healing by means of re- 
entry into the true lumen of the aorta occurs in about 
10 per cent of the cases. 
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A dissecting aneurysm should be suspected when a 
history of excruciating epigastric pain coexists with 
atypical patterns of radiation. Clinically, sustained 
hypertension is noted together with shock and circu- 
latory disturbances of the extremities. There is no 
characteristic electrocardiographic pattern. On x-ray 
examination a thickness of the aortic wall above 1 
centimeter is indicative of intramural aortic hema- 
toma. The involved segment of a dissecting aneurysm 
produces a straightening of the aortic curve with 
numerous irregularities. The widened segment turns 
towards the mediastinum at an angle and not in the 
form of a curve as in the case of syphilitic aneurysm. 

—B. G. P. Shafiroff 


Changes in the Bronchial Epithelium in Relation to 
Smoking and Cancer of the Lung; a Report of 
Progress. Oscar AUERBACH, J. BREWSTER GERE, 
Jerome B. Forman, THomas G. Petricx, and Others. 
N. England F. M., 1957, 256: 97. 


EviweEnce of hyperplasia, metaplasia, and early neo- 
plastic change was sought for in the tracheobronchial 
tree of 150 patients who were autopsied for various 
diseases at a veterans’ hospital. A special system of 
obtaining smoking histories and special methods of 
tabulating histologic changes, basal cell hyperplasia, 
stratification, and squamous metaplasia were used. In 
each autopsy the tracheobronchial tree was dissected 
and a total of 208 representative histologic slides was 
prepared. 

Carcinoma in situ was discovered in 5 of 16 who 
never smoked, 12 of 20 who smoked less than 1 pack 
daily, and 35 of 47 who smoked more than 1 pack 
daily. Carcinoma in situ was 6 times greater in the 
regular heavy smoker than in the nonsmoker. In non- 
smokers the incidence of basal cell hyperplasia aver- 
aged 2.9 per cent, while in the regular smokers hyper- 
plasia averaged 36.1 per cent. Basal cell hyperplasia 
was found to be related to the degree of cigarette 
smoking. In nonsmokers stratification was noted in 
4.2 per cent of the slides and in 10.4 per cent of the 
slides in the smokers’ group. Squamous metaplasia 
was found in 1.9 per cent of nonsmokers and in 9.5 
per cent of smokers. —B. G. P. Shafiroff, M.D. 


Some Questions on Cancer of the Lung, Larynx, and 
Urinary Tract. Ernest Kennaway. Brit. M. 7., 1957, 
4: 299. 


THE AUTHOR states that the study of cancer that oc- 
curs in man must be carried out empirically, while 
others attack the fundamental question of, “‘How and 
why does a cell divide?” The distribution of cancer in 
man, and all factors which might affect this distribu- 
tion, must be examined systematically. 

Some of the characteristics of cancer in man include 
sex incidence, prevalence, social gradient, and urban 
rural rates. Sexes must be considered separately. 
They may or may not be found to behave in the same 
way. The reason for any difference in these character- 
istics can be the subject of inquiry. It may not be pos- 
sible to prove what the reason is because: (1) one 
cannot experiment on man; (2) the time lag of such 
effects is very largely unknown; and (3) social condi- 
tions and atmospheric pollution are continually 
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It has been stated that the incidence of cancer of 
the lung was about the same in non-smokers of either 
sex. But no inferences can be drawn from the incidence 
of cancer of the lung upon smokers of one sex with re- 
gard to the other sex, as is very often done, because 
we simply do not know whether any intrinsic sexual 
factor is concerned. The author adds that the kind of 
wholly impossible experiment which is required is to 
set up populations of 10,000 persons of each sex and 
of the same age distribution, who will smoke 30 
cigarettes daily for 30 years. Our present knowledge 
does not allow any prediction of the resulting sexual 
incidence of cancer of the lung. 

A comparative study of the incidence of all forms 
of cancer in town and in country dwellers, and in 
smokers and in non-smokers, in both sexes is needed 
_ urgently. When considering urban factors in relation 
to cancer, one must, of course, seek for other con- 
ditions besides atmospheric pollutions by smoke from 
various sources. There may be differences in the diet, 
both solid and liquid, of town and country dwellers, 
and radioactivity increases in any enclosed place 
owing to emanation from walls. 

Insofar as the study of the etiology of cancer of the 
lung is concerned, the author believes this to be com- 
plicated by the following factors: 

(1) Cancer of the lung has several different histo- 
logic forms which may differ in etiology, and these 
distinctions are lost in figures for total incidence. 

(2) It is not known which, if any, forms of atmos- 
pheric pollution can summate with tobacco smoke as 
carcinogens. A carcinoma of the lung in a smoker 
might perhaps be due to the combined action of 
radioactivity and of several constituents of both at- 
mospheric pollution and tobacco smoke. 

(3) The problem of the complex state of our knowl- 
edge of initiators and promoters of malignant growth. 

(4) The significance of carcinoma-in-situ, which, 
according to Auerbach occurs on a very large scale, 
is most difficult to assess, as it is in other forms of can- 
cer. 

(5) Lungs of persons with a known smoking history, 
for chemical and histologic reasearch, are difficult to 
obtain in England either from operation or from 
necropsy. 

The author discusses the statistical problems which 
are encountered in the study of cancer of the larynx, 
as well as the relationship of cancer of the larynx and 
tobacco. There is a paragraph on the social incidence 
of cancer of the larynx. This is a very interesting and 
stimulating article which should be read by all those 
who are interested in this phase of research. 

—Frank W. Pirruccello, M.D. 


On the Intramucosal Spread of Bronchogenic Carci- 
nomas (Ueber die intramukoese Ausbreitung der 
Bronchialcarcinome), ERwin LANGE-Corpes. Thorax- 
chirurgie, 1956, 4: 327. 

LocaL RECURRENCES and bronchopleural fistulas after 
surgery for bronchogenic carcinomas are the sequences 
to transection of the bronchus in an area already in- 
vaded by tumor cells. Important and informative 
investigations on tumor growth have been carried out 
in the past, but usually the specimens were taken from 
far advanced, inoperable tumors. 


The author has examined 100 specimens obtained 
from lung resections for bronchogenic carcinoma. In 
each case, sections were taken from the cut end of the 
bronchus and from an area midway between the cut 
end and the grossly visible tumor. In 26 of the speci- 
mens, tumor cells were found at the cut end of the 
bronchus and in 31 instances the area midway be- 
tween the visible tumor and the cut end of the bron- 
chus was invaded by tumor cells. 

In accordance with Koch, three different types of 
tumor growth can be discerned: (1) the polypous 
obstructive, (2) the intramural infiltrative, and (3) the 
ulcerative destructive. In the author’s material, the 
intramural infiltrative growth was prevalent. It was 
found in 47 cases, whereas 6 specimens showed ulcera- 
tive destruction, and only 4 specimens showed poly- 
pous growth. 

If more or less advanced metaplastic changes of the 
epithelium of the bronchial mucosa were present in 
the sections the spread was found not to extend across 
the basement membrane. If different forms of tumor 
growth were present in the same slides, there was fre- 
quently derangement of the structure of the bronchial 
mucosa. Aside from intramucosal and submucosal 
spread, tumor propagation was also found in the sub- 
chondral spaces directly invading the neighboring 
lung tissue, but cartilage itself was never invaded. 
Only degenerative changes were found in a few in- 
stances. The reason for this resistance of the cartilage 
against tumor infiltration is not known. 

In some of the sections microcarcinomas were found 
infiltrating the lamina propria across the basement 
membrane and then invading the vessels. In other 
sections, spread of the carcinoma was seen to follow 
the preformed pathways of the lymph vessels. At the 
junction of various lymphatic vessels the different lines 
of intralymphatic tumor spread fuse. Thereafter ex- 
pansion from the visible tumor and from the micro- 
carcinomas can no longer be differentiated. 

In several instances the entire epithelium of the 
bronchial mucosa was replaced by tumor tissue. This 
type of spread was observed by Hamperl in carcinomas 
of the gallbladder and prostate gland. He termed it 
“in situ” or “par emplacement” growth. 

In 65 of the 100 specimens the tumor was a squa- 
mous-celled carcinoma, in 6 cases an adenocarcinoma, 
and in 28 cases an undifferentiated carcinoma. 
Squamous-celled carcinoma was found to show the 
least tendency toward intramural spread. In squa- 
mous-celled carcinoma, therefore, transection of the 
bronchus is more likely to be carried through unin- 
vaded tissue than in any other type of bronchogenic 
carcinoma to be resected. —Erwin Simandl, M.D. 


The i ng Hoge Cancer of the Lung as Seen in 


Autopsies from 1938 to 1954 (La mortalita per 
cancro del polmone nei riscontri autoptici dal 1938 al 
V. Boll. oncol., Rome, 1956, 30: 


THE AUTHOR reports the crude yearly mortalities from 
various types of cancer observed at the Santa Camillo 
Hospital in Rome, and compares them with the 
mortality from pulmonary cancer. They show a rising 
proportion of lung cancers. These figures do not ap- 
ply to the general population of the community. 
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His studies also confirm various other data concern- 
ing the increasing frequency of lung cancer. 
—Roger H. L. Wilson, M.D. 


A Clinical Evaluation of Decortication. Davin H. 
WATERMAN, SHELDON E. Domm, and Wituiam K. 
Rocers. 7. Thorac. Surg., 1957, 33: 1. 


PULMONARY DECORTICATION was performed in 172 
patients; in 70 cases as a single primary procedure, 
while in the others in combination with lobectomy, 
segmental resection, or thoracoplasty. Indications for 
decortication were empyema, hemothorax, and un- 
expandable pneumothorax with persistent space. The 
disease conditions for decortication were of the tuber- 
culous, nontuberculous, and malignant varieties. 
Decortication was performed for the following types 
of pulmonary tuberculosis: (1) unexpandable pneu- 
mothorax lung, (2) restricted lobe-limiting expansion 
at resection, i) restricted lobe at thoracoplasty for 
postresection residual space, (4) tuberculous effusion, 
and (5) tuberculous empyema. 

The largest single group consisted of 55 patients 
with restricted lobe-limiting expansion at resection. 
In the nontuberculous group, decortication was in- 
dicated in 21 cases of hemothorax, in 12 of em- 
pyema, in 7 of spontaneous pneumothorax, and in 3 
cases of bronchiectasis. Conservative treatment by 
aspiration and by enzymatic débridement was not 
always successful in removing the restrictive plaque. 
Decortication was also performed on patients with 
lung malignancy in whom treatment with intra- 
pleural nitrogen mustard and radioactive gold was 
ineffective. 

A total of 25 complications followed 172 operations 
for decortication. The operative mortality was 2.3 
per cent. Subjective and objective clinical evaluation 
showed improvement in breathing and better tol- 
erance of exercise in 78 per cent of the postoperative 
cases. Data on pulmonary function revealed resting 
ventilation, vital capacity oxygen uptake, and venti- 
latory equivalent to be significantly improved. 

—B. G. P. Shafirof,, M.D. 


Diffuse and Localized Pleural Mesotheliomas. L. D. 
EERLAND. Arch, chir. Neerl., 1956, 8: 353. 


A REPORT is made of 4 patients with localized meso- 
thelioma and 5 patients with the diffuse variety of the 
disease. Localized mesothelioma is a benign disease 
which is easily cured by local excision. Diffuse meso- 
thelioma is rapidly fatal and does not lend itself to 
surgical therapy. Solitary pleural mesotheliomas were 
recognized as a distinct entity in 1942 by Stout and 
Murray. The prognosis is excellent with little like- 
lihood of metastases even though growth to 5,000 
grams has been reported. 

These tumors are solid and pale on cross section 
with a tendency to lobulation. They may arise from 
tither the parietal or visceral pleura. The removal of 
pulmonary tissue may be necessary technically but is 
hot essential to affect a cure of the localized meso- 
thelioma. Microscopically, the localized and diffuse 
variety are quite similar. Components of fatty tissue, 
herve tissue, smooth muscle, and connective tissue are 
commonly found in both. The roentgen diagnosis is 
difficult. Three of the 4 patients with localized tumor 
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were discovered to have an intrathoracic tumor on 
routine chest survey films. The fourth patient com- 
plained of pain in the chest. In contrast, the patients 
with diffuse mesothelioma suffered from severe pain 
in the chest, cough, dyspnea, fever, and anorexia. 
Signs of metastatic tumor were common in this group 
of patients even when they first sought medical atten- 
tion. This article is well illustrated with figures of 
gross and microscopic pathology and roentgenograms 
of the 9 cases presented. 
—Lloyd D. MacLean, M.D. 


HEART AND PERICARDIUM 


The Correction of Mitral Insufficiency; Direct 
Suture of the Valvular Defect with Temporary Oc- 
clusion of the Pulmonary Artery and Differential 
Hypothermic Anesthesia (L’insufficienza mitralica e 
la sua correzione; la sutura diretta del difetto valvolare 
mediante chiusura temporanea dell’arteria polmonare 
e Paiuto dellipotermia differenziale), ALDo DE 
Maria. Chir. pat. sper., 1956, 4: 1057. 


THE AUTHOR describes experiments on 31 dogs in 
which he performed suture of the mitral valve under 
direct vision. This was done by clamping the pul- 
monary artery and working in a bloodless left atrium. 
To prevent air embolism, the left atrium was filled with 
saline solution before the circulation was allowed to be 
re-established. 

The technique of the operation was to place one or 
two sutures in an injured mitral valve. The time taken 
to do this was about 20 seconds. This appeared to be 
ample to avoid complications such as cardiac arrhy- 
thmia. Hypothermia sufficiently reduced the oxygen 
need of the central nervous system. However, dif- 
ferential hypothermia, in which the head is cooled 
more than the other parts of the body, may permit, 
at least theoretically, an even longer period of circula- 
tory interruption. 

It must be realized that this study was in the nature 
of a preliminary observation. However, survival up to 
2 months of some of the dogs has been reported, and 
on sacrifice good healing of the experimentally injured 
valve with only a limited tissue reaction was seen. 
The application of this procedure to human mitral 
insufficiency was, of course, only hinted at at present. 
It appears to be an interesting and useful technique 
which should be studied. 

—Roger H. L. Wilson, M.D. 


The Treatment of Mitral Insufficiency by the Purse- 
String Technique; Initial Clinical Application. 


Rosert P. Grover and Jutio C. Davita. 7. Thorac. 


Surg., 1957, 33: 75. 


InsuFFiciENCyY of the mitral valve has proved to be a 
more serious lesion than stenosis. Rheumatic valvu- 
litis has been found to cause contraction of the septal 
and mural leaflets of the mitral valve which results in 
loss of contact and coaptation of the valvular leaflets 
during systole. The chordae tendineae attached to 
the latter valve cusps become contracted and hyper- 
trophied which makes the valve immobile. Ventricle 
and atrial enlargement predisposed to progressive dila- 
tation of the mitral ring which resulted in myocardial 
overwork and increased load. 
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Circumferential suture of the annulus provided 
controlled constriction of the atrioventricular annulus. 
The experimental production of acute mitral insuffi- 
ciency was usually followed by pulmonary congestion 
and death in all the animals. Ligation of the inferior 
vena cava below the renal veins at the time of experi- 
mental insufficiency increased the survival rate of the 
animals because of the reduction of blood volume to 
the right side of the heart and the improvement of 
myocardial status. 

Circumferential suture of the annulus involved 
special techniques for reduction of the dilatation of 
the mitral annulus and orifice. The operation is done 
under direct vision from the outside of the heart, with 
the left index finger in the atrium through the opened 
appendage. A special needle (Davila needle) is passed 
under the proximal portion of the circumflex coronary 
artery beyond the anterior descending artery. Place- 
ment of the septal portion of the suture is done with 
the aid of the intra-atrial finger. The circumferential 
suture on the transverse sinus is covered with a peri- 
cardial graft. The posterior tail of the suture material 
is sutured into the atrioventricular fat. The suture is 
pulled and tied by the assistant as the operator pal- 
pates the ring and leaflet action. A total of 27 patients 
with mitral insufficiency were operated upon by this 
method and in 6 commissurotomy was included. 

—B. G. P. Shafiroff, M.D. 


Coarctation of the Aorta; Several Clinical and Patho- 
logic Problems (Ueber einige klinische und patho- 
logische Probleme der Coarctatio aortae). A. TEMEs- 
vari and A. Arvay. Chirurg, 1956, 27: 529. 


COARCTATION OF THE AORTA is accompanied by the 
following changes: 

1. The ascending aorta shows normal development, 
but secondary hypertrophy and occasionally second- 
ary changes in the intima take place. 

2. The prestenotic portion shows hypoplasia and 
the secondary intima changes, and the vascular wall 
is thinner. 

3. The stenotic portion proper shows secondary 
thickening of the intima and a diaphragm is formed 
by the media. 

4. The poststenotic portion, originally hyperplastic, 
shows secondary degenerative changes of the intima 
due to inactivity and a dilatation due to the turbulent 
blood flow. The changes in the intima are chiefly in the 
stenosed area and are caused by the velocity of the 
blood stream (jet lesions). The intercostal arteries ad- 
joining the stenosis are abnormally developed. They 
are wide, thin-walled and tear readily. This is of prac- 
tical significance since ligation of these vessels too 
near the aortic wall may result in their being torn by 
the silk suture. However, bleeding may still occur 
following a more distant anastomosis due to tear 
caused by strong pulsations. 

Some of the difficulties that may arise are illus- 
trated by the operative course in a 17 year old man. 
It was extremely difficult to ligate the very thin inter- 
costal arteries. Although the ascending aorta was di- 
lated and showed strong pulsations, the prestenotic 
portion was hypoplastic. In two attempts at end-to- 
end anastomosis the aorta was found to be severely 
injured by Crafoord’s clamp, so that, in effect, only 


the adventitia could be brought together. Finally, 
only one alternative remained and that was to bring 
down the subclavian artery and establish and end. 
to-end anastomosis between it and the distal portion 
of the aorta. 

Of 18 patients who underwent operation, 4 died, 
Two of the deaths were due to suture insufficiency, 
This experience suggests that when the possibility of 
tension in a hypoplastic prestenotic portion of the 
aorta is foreseen, a homotransplantation or an anasto- 
mosis with the subclavian artery is indicated. 

—Sidney Smedresman, M.D, 


Patent Ductus Arteriosus, a Study of 20 Cases (Con. 
ducto arterioso persistente; un estudio de 20 casos), 
ALFREDO Buzzi, Vicrorio PEcorRINI, ALBINO 
Perosio, E. Burucua, and Pepro Cossto. Prensa 
med. argent., 1956, 43: 2915. 


THE PURPOSE of this article is to outline the experi- 
ence gained in the study of 20 cases of patent ductus 
arteriosus seen during the years from 1953 to 1955, 
Special attention is given to 3 cases of patients with 
pulmonary hypertension. 

The symptoms and physical findings in these cases 
were similar to those described by many other au- 
thors. A continuous murmur was heard in 19 of the 
patients. Electrocardiographic study disclosed a sinus 
rhythm in all but 1 patient who had auricular fibrilla- 
tion. An abnormal P wave was seen in one patient and 
a prolonged P-R interval was seen in another. 

Roentgenographic study is of value in cases of 
patent ductus arteriosus since it aids in excluding 
other malformations. There is usually little cardio- 
megaly in the children with this condition, although 
adults may demonstrate cardiac hypertrophy of 
varying degrees. A convex left cardiac border on the 
P-A projection indicates left ventricular hypertrophy. 
Prominence of the pulmonary artery and the aortic 
knob is the rule. The occurrence of forceful simul- 
taneous pulsations of the aorta and the pulmonary 
artery as seen on fluoroscopy aid in distinguishing 
this lesion from intra-auricular septal defect. On the 
right anterior oblique projection, the pulmonary 
artery is seen to be convex and the left auricle is en- 
larged in one-third of the cases. In the left anterior 
oblique x-ray film, left ventricular hypertrophy is 
obvious. 

Fourteen of the patients were subjected to cardiac 
catheterization. It was possible to pass the catheter 
into the aorta in 3 of the cases and in 2 of these, there 
was pulmonary hypertension. 

In general, it may be said that the associated 
symptoms are rarely in proportion to the objective 
findings. One patient with pulmonary hypertension 
was asymptomatic, while another with no dramatic 
findings had dyspnea on exertion and palpitations. 

Physical examination is of extreme importance as 
95 per cent of the cases can be diagnosed by ausculta- 
tion. A continuous murmur is indicative of patent 
ductus arteriosus; however, there are atypical con- 
tinuous murmurs which may be confusing. The most 
frequent of these is the venous hum which is often 
heard in the neck in infants. The murmur of an 
arteriovenous aneurysm involving the pulmonary 
system may be confusing. Other confusing conditions 


In th 


signific: 
import. 


it is pos 
the pul 


MISCE 
Contril 
the ' 


nostil 
Fark 


NEEDL! 
the co 
and pa 
primar 
proper 
only w 
the tec 
worker 
the sar 
tures 
to any 
tumor 
the au 
spread: 
can be 
author: 
mycin 

The 
and lo 
When 
withdr 
introd 
syringe 
edge 
differe: 
may b 


include 
venous 
the pu 
hyperte 
rather | 


include: pulmonary stenosis, intrathoracic arterio- 
yenous fistula, and ruptured sinus of Valsalva. 

In the majority of cases of patent ductus arteriosus, 
the pulmonary pressure is normal; however, in a 
significant number, pulmonary hypertension is an 
important associated finding. It is thought that the 
hypertension is a function of pulmonary resistance 
rather than increased pulmonary blood flow. Further, 
itis postulated that the hypertension may be due to a 
reversible vasoconstriction brought on by perfusion of 
the pulmonary vascular tree with oxygenated blood. 

—John 7. Bergan, M.D. 


MISCELLANEOUS 


Contribution to Needle Biopsy Diagnosis of Lesions of 
the Thoracic Organs (Beitraege zur Punktionsdiag 
nostik der Brustorgane). E. KoppensTEIn and K. 
Farkas. Fortsch. Roentgenstrahl., 1956, 85: 563. 


NEEDLE Biopsy of the organs in the chest requires 
the collaboration of the roentgenologist, surgeon, 
and pathologist. The success of the procedure depends 
primarily upon the roentgen examination, as the 
proper place for the puncture can be determined 
only with x-rays. As several specialists work together 
the technique is not nearly so dangerous as some 
workers have stated. It is no more dangerous than 
the same procedure in other organs. The 200 punc- 
tures carried out by the authors have not given rise 
to any serious complications. No reliable reports of 
tumor transplantation have come to light, either in 
the authors’ experience or in the literature. The 
spreading of infections from the puncture of abscesses 
can be controlled by the use of the antibiotics; the 
authors immediately inject penicillin and strepto- 
mycin into the abscess cavity. 

The punctures are made under fluoroscopic control 
and local novocain anesthesia with a 2 mm. needle. 
When the desired depth is reached the mandrin is 
withdrawn for a short distance and the needle is 
introduced further. If the suction applied with a 
syringe is negative the needle is withdrawn to the 
edge of the shadow and then reintroduced in a slightly 
different direction. When desirable, the puncture 
may be repeated. 
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A hundred punctures were selected for statistical 
purposes. The material was divided into three groups. 
The first group consisted of 50 patients with roent- 
genologic and clinical diagnoses of a high probability 
of carcinoma and the diagnoses were proved correct 
in all but 14 instances. In 3 of these 14 instances the 
negative diagnosis proved to be false; however, these 
cases were the early ones in which only one puncture 
was made. In the second group there were 44 doubt- 
ful diagnoses, and in 31 cases a positive diagnosis 
could be made; in 2 the diagnosis was erroneous, 
and in 11 the material was not suitable for histologic 
determinations. The third group consisted of 6 patients 
in whom the roentgenologic findings were negative 
for tumor; however, a tumor was found in 2 of the 
patients. 

The needle biopsy, however, would seem to be 
more daring for the diagnosis of aneurysms. This 
procedure started as an inadvertent penetration of 
an aneurysm under the impression that it was a 
tumor. The procedure is not considered to be much 
more dangerous than the routine puncture (Dos 
Santos) of the abdominal and thoracic aorta for the 
purpose of injecting contrast materials. A fine needle 
(0.9 to 1.0 mm.) with a mandrin is used. Six of such 
punctures were made without incident; in 2 instances 
the puncture was repeated. Two cardiac aneurysms 
were punctured for diagnostic purposes and both 
without complication. In one of these cases the pa- 
tient was suffering from advanced gastric cancer, 
and the needle biopsy findings enabled the authors 
to refrain from a useless laparotomy. The autopsy, 
2 years later, confirmed the diagnosis of cardiac 
aneurysm and cancer of the stomach. The most 
important differential value of the procedure in the 
last instance resided in the fact that the procedure 
led to the differentiation between cardiac aneurysm 
and pericardial cyst. 

Of even greater importance, however, is the dif- 
ferentiation between lung tumor and silent abscess, 
because the treatments of these conditions are entirely 
different from one another. When the diagnosis of 
silent abscess is made a lung resection is avoided; 
indeed, this diagnosis may avoid a thoracotomy. 

— John W. Brennan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Anterior Diaphragmatic Hernias; A Critical Review 
(Les hernies diaphragmitiques antérieures; revue 
critique). J. Dor and J. Evmery. Sem. hép. Paris, Ann. 
chir., 1956, 32: 1171. 


THe AuTHoRs prefer the term, “anterior diaphrag- 
matic hernia,” todescribe defects in the anterior attach- 
ment of the diaphragm to the chest. They have found 
189 such cases in the literature including 12 of their 
own. 

These hernias lie on the right of the xiphoid in about 
70 per cent of cases, and on the left in 10 per cent. 
They may be bilateral or involve a failure of attach- 
ment of any or all of the anterior diaphragm. A peri- 
toneal sac is always present and is usually nonadherent 
to its contents. The transverse colon is the organ most 
commonly occupying the sac; but the stomach, omen- 
tum, liver, small intestine, or spleen may be present. 
It seems most likely that the hernia represents a con- 
genital defect. Symptoms, when present, include pain 
in the epigastrium or lower chest, with occasional 
radiation to the shoulder or back. It may be worse on 
lying down or after meals. There may be vomiting or 
bouts of constipation. Incarceration or strangulation of 
the stomach, colon, or omentum will be seen in 5 per 
cent of the cases, with acute and severe symptoms, the 
nature of which depends on the organ involved. 

Diagnosis on clinical grounds is difficult, the only 
physical finding being occasional peristalsis heard in 
the chest; roentgenograms of the chest with barium 
studies are required. 

In general the incidence of complications from this 
lesion is sufficiently high to make the existence of the 
hernia an indication for surgery. Cases must of course 
be dealt with individually on the basis of severity of 
symptoms and operative risk. In the instance of a 
strangulated hernia, of course, an emergency opera- 
tion is required. 

The authors prefer to approach these hernias 
through the abdomen because reduction of the hernia 
and any associated volvulus is easier, the repair can be 
performed simply under direct vision, and the risk of 
operation is less. They report excellent results without 
serious complication in 95 per cent of their cases. 

—Robert S. Shaw, M.D. 


GASTROINTESTINAL TRACT 


Giant Hypertrophy of Gastric Mucosa (Hypertrophic 
Gastrite), Jj. E. Surgery, 1957, 36. 
Five cases are presented and the clinical entity is dis- 
cussed. Hypertrophy of the gastric mucosa is usually 
divided into two types—polyadenomas polypoid and 
polyadenomas “en nappe”’; the former indicates adeno- 
mas in the shape of polyps, and the latter confluent 
flat adenomas. The latter has become synonymous 
with the term, giant hypertrophy of gastric mucosa. 

There are various degrees of hypertrophy of the 
gastric mucosa; however, in the giant type the stomach 


at surgery or autopsy has distinctive characteristic, 
It is larger than normal with perigastric adhesion 
feels thickened, and presents thickened, convoluted 
rugae which vary from one to several centimeters 
and are movable. 

Microscopically, the glandular pattern and cellular 
components of the mucosa do not show evidence of 
neoplastic change, and, aside from a mild inflamma. 
tory reaction and edema, the thickening is due mainly 
to mucosal hypertrophy. The symptoms are not char- 
acteristic and may be absent. The condition has been 
detected on routine x-ray examination when the pa- 
tient has been free of symptoms, and the duration of 
symptoms has ranged from a few weeks or months to 
many years. Most of the patients have complained 


of epigastric distress, variable degrees of pain, and} 
fullness, but usually the history lacks the picture fre 
quently elicited with ulcerating lesions of the stomach} 


or the duodenum, unless it is associated with this 
condition. 

The diagnosis is made by x-ray and gastroscopic 
studies, but to be of value the latter procedure de- 
pends upon the endoscopist’s ability to secure a proper 
tissue sample. The techniques of gastric washing and 
the abrasive balloon to obtain material for cytologic 
material generally have not been reliable in the diag. 
noses of lesions of the stomach. 

In the 5 cases reported by the author the laboratory 
studies revealed no reliable clues. In general, it would 
seem better to establish the diagnosis and leave future 
problems to be dealt with by conservative measures. 
However, giant hypertrophic gastritis occasionally 
may predispose to malignancy, therefore, observation 
over a long period of time by repeated x-ray studies 
and other means of investigation will be required to 
establish any relationship. 

The medical treatment of uncomplicated gastritis 
in its various forms and severity is empirical. The usv- 
al dietary precautions advised in treating other gas 
tric lesions and the avoidance of alcohol and other 
mucosal irritants appear to be of some value. Replace- 
ment therapy is indicated for hypochlorhydria and 
hypoproteinemia. Operation may be indicated occa- 
sionally to establish the diagnosis or to treat a compli- 
cation. — John H. Mohardt, M.D. 


Large Gastric Rugae; Benign or Malignant. Frep 
fry. gn 


ERICK STEIGMANN, SAMUEL MAN, and W. L. Kav 
NAPEL. Gastroenterology, 1957, 32: 72. 


THE AUTHORS attempt to correlate x-ray findings and 
clinical symptoms in patients with large gastric rugat 
in an effort to differentiate benign and malignant 
gastric disease. They analyzed the findings in 12 pe 
tients and concluded that even such criteria as gat 
troscopic findings and the surgeon’s palpating fingers 
through the gastric wall may not be conclusive. 

As a result of these studies they propose a plan 0! 
diagnostic management. A patient presenting largt 
rugae may be given a trial of medical management! 
the symptoms have been of long duration (years), ! 
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he previously responded to medical treatment, if he 
has mild localized abdominal pain and tenderness, if 
his gastric acidity is high, and if gastroscopy shows 
large rugae with a comparatively smooth mucosa. 
A short duration of symptoms, severe generalized 
abdominal pain and tenderness, severe nutritional 
disturbances, marked weight loss in a short time, 
enlarged spleen and/or lymph nodes, is suggestive of a 
malignant lesion. In addition, a family history of 
gastrointestinal malignancy or blood dyscrasia in the 
patient or his family further strengthens the diagnosis 
of malignancy. Mucosal changes of bleeding and 
nodularity seen on gastroscopy are additional findings 
for a possible malignant condition and indicate surgi- 
cal exploration. If reasonable doubt exists as to the 
nature of the rugae, exploratory laparotomy is recom- 
mended. —RHarold Laufman, M.D. 


Acute Gastric Dilatation. Wittiam J. GiLLespy and 
James R. WHEELER. Am. Surgeon, 1956, 22: 1154. 


Tuts Report emphasizes the realization that acute 


.,, gastric dilatation is still a lethal affliction, and that it 


occurs not only after surgery, but may follow nearly 
any physical or mental trauma or after application of 
a cast. Positive pressure anesthesia without an endo- 
tracheal tube may also lead to massive acute gastric 
dilatation. If curare is used the lesion is apparently 
more likely to occur. 

The various theories of the mechanism are reviewed. 
Not only is intubation important, but if one is to 
agree with Starr’s theory of tissue electrolyte imbal- 
ance, well-controlled fluid and electrolyte therapy is 
equally important. Decompression must be carried 
out slowly. In one of the authors’ cases death from 
cardiac arrest occurred during surgical decompression. 

—AHarold Laufman, M.D. 


Acute Hemorrhagic Gastrorrhea: One Type of Acute 
Dilatation of the Stomach. F. F. Runpite, M. H. 
Cass, and B. Rosson. Surgery, 1957, 41: 254. 


ACUTE DILATATION of the stomach is a serious compli- 
cation which develops after a wide variety of opera- 
tions and other traumas. Although it may follow a 
variety of disorders, three are of primary importance, 
ie, mechanical intestinal obstruction, adynamic 
ileus, and hemorrhagic gastrorrhea. 

In these conditions the volume of vomitus or tube 
aspirate is excessive and, unless fluid and electrolytic 
losses are adequately replaced parenterally, severe 
and even fatal constitutional symptoms supervene. 
Such systemic effects are, and should be, anticipated 
and prevented. 

This study attempts to differentiate acute hemor- 
thagic gastrorrhea, an active hypersecretory process, 
from gastroduodenal and more extensive degrees of 
ileus in which the passive pooling of secretions and 
Ingesta is responsible for the large volume of the as- 
pirate. The distinction is made from the physical and 
chemical properties of the aspirate. 

Acute hemorrhagic gastrorrhea is defined as a gross- 
ly abnormal out-pouring of secretions by the stomach, 
occurring after trauma, including operations not nec- 
‘sarily involving the peritoneal cavity, and associ- 
ated with general malaise, wakefulness, upper abdom- 
inal distention, discomfort, hiccup, and rapidly pro- 
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gressive hypochloremic alkalosis. Its pathogenesis is 
unknown but vagal inhibition cannot be a factor. 

The mean volume of the postoperative gastric as- 
Pirate in fasting patients recovering normally from 
surgical operations reaches a level of approximately 
600 cubic centimeters per 24 hours after 5 days, but it 
is reduced to about one-half this volume in the first 24 
to 48 hours. By differential drainage of gastric, duo- 
denal, and biliary secretions it can be shown that the 
gastric contents account for most of this short-tube 
aspirate. The distinctive physical and biochemical 
patterns of the separated gastric, duodenal, and biliary 
secretions have also been determined. 

These three patterns can be used to interpret the 
biochemical findings in aspirate samples and their 
main sites of origin. Acute hemorrhagic gastrorrhea 
is suggested as the postoperative complication charac- 
terized by enormous out-pouring of blood-stained gas- 
tric juice and associated with malaise, hiccup, and 
hypochloremic alkalosis. 

Acute hemorrhagic gastrorrhea should be distin- 
guished from paralytic ileus with its pooling of ingesta, 
swallowed air, and all the gastroduodenal secretions. 
In the latter the aspirate is foul-smelling, more regu- 
larly neutral in reaction, bilious, and not blood- 
stained. — John H. Mohardt, M.D. 


Observations on the Lymphatic Drainage of the Lesser 
Curvature of the Stomach (Osservazioni sul circolo e 
sul drenaggio linfatico della parte antrale della piccola 
curva gastrica). S. Branca and V. Forcuert. Boll. 
mem. Soc. piemont. chir., 1956, 26: 582. 


HisToLocicaty, the lymphatic system of the antral 
portion of the stomach begins in the perivascular 
spaces and there is continuity between the mucosal, 
submucosal, muscular, and subserosal lymphatic 
systems. Clinically, metastatic neoplasms usually ex- 
tend to the lesser curvature before they involve the 
deeper lymphatic systems locally. A series of experi- 
ments were conducted to explain this phenomenon. 

In a series of 15 cadavers, a radiopaque methylene 
blue solution was injected into the antrum of the 
stomach along the lesser curvature, and the path of 
the solution was followed by gross and microscopic 
examination. In all of these cases the dye reached the 
pylorus. In 11 cases it extended into the duodenum for 
a distance of 23 to 67 millimeters; in 4 it reached the 
cardia; and in 2 it extended into the esophagus. It 
was possible to reproduce these same observations in 
a series of animals immediately after death, thus ob- 
viating the possibility that these findings were due to 
postmortem changes. The in vivo experiments were 
done in a series of 14 animals. The injection was al- 
ways carried out at the same site in the antrum of the 
stomach. These experiments were done without ob- 
struction in the first series, with obstruction of the 
lesser curvature by application of forceps in a second 
series, and with obstruction of both the lesser and 
greater curvatures in the third series. 

In the first in vivo series, there was drainage to the 
lymph glands of the lesser curvature, porta hepatis, 
retropyloric, and para-aortic regions without infil- 
tration of the wall of the stomach. With blockage of 
the lesser curvature, there is a diffusion of the dye 
along the greater curvature and a ring-shaped spread 
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in the wall of the stomach at the site of injection. In 
the series with obstruction of the greater and lesser 
curvature, there was an extension spread of the dye 
throughout all the layers of the stomach in a sagittal 
plane (cardia and pylorus). 

From these findings, the authors conclude that 
when a carcinoma of the antrum has extended into the 
muscular and subserosal layers of the stomach, there 
probably is metastatic involvement with obstruction 
of the lymphatic drainage along the greater and lesser 
curvatures of the stomach. 

—Roland A. Manfredi, M.D. 


Gastric Ulcer in the Older Age Group. Micwaet M. 
and Rosert L. Am. 7. Roentg., 1957, 


DurINnG THE 3 YEAR PERIOD ending in 1954, 32 pa- 
tients with a proved gastric ulceration were followed 
at the Veterans Administration Hospital in Hunting- 
ton, West Virginia. In analyzing their records, the 
authors found that all but 4 were over 45 years of 
age, with a calculated average age of 55.3 years. In 
this older age group a marked tendency toward 
benignity was noted in that only 1 of the 32 patients 
had a malignant ulceration. Thus they regard im- 
mediate operative intervention as unnecessary in this 
age group and instead favor a trial of medical man- 
agement. 

Lesions, which on roentgenograms appeared to be 
within 1 centimeter of the duodenum, were arbitrarily 
excluded as probably being duodenal in location or, 
if not, at least of behaving like duodenal ulcers. Despite 
this arbitrary 1 centimeter boundary there were many 
lesions roentgenographically classified as gastric which, 
nevertheless, proved to be duodenal at operation. 

Six of the ulcers were located in the antrum, 23 
in the mid-stomach, and 2 in the proximal third. 
There was only 1 lesion of the greater curvature and 
it proved to be benign. 

Twenty-six of the patients had a history of prolonged 
indigestion over many years; melena or hematemesis 
was manifest in 12; and no symptoms at all were to 
be found in 6. Gastroscopy was negative in 6 patients, 
and in each surgery confirmed the radiologic diagnosis 
of ulceration. The gastroscopist suggested malignancy 
in several instances of benign ulceration. 

—Everett Shocket, M.D. 


Cobalt-60 Teletherapy for Complicated Peptic Ulcer: 
a Preliminary Report. CHartes H. Brown and 
Rosert A. Hays. Cleveland Clin. Q., 1957, 24: 17. 


THE AUTHORS report the administration of roentgen 
irradiation to the stomach in 15 patients with peptic 
ulcer. However, instead of utilizing the 200 or 250 
kilovolt roentgen ray machines as earlier investigators 
have done, these authors employed a cobalt-60 tele- 
therapy unit (equivalent to 3,000 kilovolts or 3 mil- 
lion volts). 

Following the administration of oral barium, fluoros- 
copy is done in the prone and supine position, and 
the upper two-thirds of the stomach is outlined on the 
skin. From 1,600 to 2,000 roentgens are adminis- 
tered through an anterior and posterior portal, and 
treatments are given daily for 6 to 8 days. The 15 
patients selected for cobalt-60 teletherapy had not 


responded to previous medical treatment, had evi. 
dence of complications of peptic ulcer or of intracta. 
bility, and were considered to be possible candidates 
for operation. Surgical treatment was not advised or 
performed because of various contraindications such 
as cardiac disease, or because of the reluctance of the 
patient to undergo operation. 

The duration of ulcer distress ranged from 2 to 30 
years, with an average of 12 years of intermittent pain 
from the ulcer. Six of the 15 patients had had one 
episode of massive bleeding, and 1 had had three epi- 
sodes of minor bleeding. Three patients had obstruc- 
tion and vomiting, and a fourth patient had obstruc- 
tion with a dilated stomach and no vomiting. Eleven 
of the patients had duodenal ulcer. Of 3 patients with 
marginal ulcer, 2 had had two operations for peptic 
ulcer previously. 

Gastric secretory studies in 14 of the 15 patients 
with peptic ulcer showed a reduction in acidity in 13 
after cobalt-60 teletherapy (1,600 to 2,000 roentgens). § 
This reduction was greater than 75 per cent in 9 of the 


14 patients. The authors’ experience supports that of f) 2 


other investigators who showed that with larger doses 
of irradiation a greater depression of acid secretion re- 
sults. For further studies they plan to give approxi- 
mately 2,000 roentgens. 

Follow-up periods have been short (2 to 16 months) 
and the authors reported a good symptomatic re- 
sponse in all patients. Progress roentgen examina 
tions in 13 patients showed the ulcer craters to have 
disappeared within 6 to 10 weeks after irradiation. 
They conclude that the results of this short-term ex- 
perience indicate the desirability of further use of 
cobalt-60 teletherapy as an adjunct to the treatment 
of patients with peptic ulcer resistant to other medical 
regimens. —Gilbert S. Campbell, M.D. 


Neurogenic Tumor of the Stomach (Beitrag zu den 
neurogenen Geschwuelsten des Magens). H. Scuet- 
LENGERG. Schweiz. med. Wschr., 1956, 86: 1414. 


THE PATIENT, a 49 year old woman, had had several 
polyarthritic attacks 20 years previously, and for the 
past 3 years had been suffering from metrorrhagia 
and repeated attacks of typical migraine. On the 
night of admission to the hospital she had suffered 
a sudden, massive, gastric hemorrhage. 

Roentgenologic examination disclosed an orange: 
sized tumor protruding from the posterior wall of 
the stomach slightly proximal to the gastric angle of 
the lesser curvature. On the surface of the growth 
an ulcer defect could be identified. 

Gastrotomy disclosed a smooth, egg-sized tumot 
with a sessile base, protruding from the posterior wall 
of the stomach about 4 cm. into the gastric lumen. 
The borders of the mass were not infiltrated. The mu- 
cosa around the neoplasm was incised and the tumor 
easily shelled out. The defect in the posterior gastric 
wall, the incision in the anterior wall of the stomach, 
and the anterior abdominal wall were closed. Healing 
was uneventful and the patient has remained perfectly 
well. 

Pathologic examination showed that the tumor was 
beneath the mucosa and muscularis mucosae, 
had apparently originated from the plexus of Aut 
bach. The histologic picture was typical of neurinoma. 
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When malignant degeneration is suspected, a frozen 
section should be stained and the findings should 
determine the type of operation to be performed. 
The danger of bleeding and the possibility of malignant 
degeneration are indications for surgical therapy in 
every case of neurinoma. — John W. Brennan, M.D. 


Partial Gastric Vagotomy; an Experimental Study. 
Cuartes A, GrirFITH and Henry N. Harkins. Gas- 
troenterology, 1957, 32: 96. 


Ir 1s INTERESTING that despite Dragstedt’s insistence 
on complete vagotomy for maximal benefit, the 
authors present experimental data on the advantages 
of partial gastric vagotomy. They claim, “it would 
seem wise when vagotomy is done that denervation be 
confined to the stomach with preservation of vagal 
innervation to the rest of the abdominal viscera.” 

The operation they performed on dogs vagotomizes 
only the acid-pepsin secreting fundus and corpus, and 
preserves the vagal supply to the entire antrum, 
pylorus, and duodenum. The vagal supply to the liver 
) and biliary tract, pancreas, bowel, and other viscera 
is also preserved. 

The procedure, which entails cutting only the 
nerves entering the stomach along the lesser curva- 
ture, was done on 10 dogs. Following a suitable period 
for recovery, insulin tests and roentgenograms were 
repeated and compared with preoperative studies. 
Total supradiaphragmatic vagotomy was then done 
on each dog, after which final insulin tests and roent- 
genograms were performed. 

In no instance was gastric stasis as marked following 
partial gastric vagotomy as it was following total 
| vagotomy. The authors claim that the responses from 
insulin tests were all definitely much less than those 
obtained before the partial operation. However, they 
do not state how long they remained depressed. 

—Harold Laufman, M.D. 


Sarcomas and Neoplastic Proliferations of the Reticu- 
lar System of the Stomach (Sarcomi e proliferazioni 
neoplastiformi del tessuto linforeticolare nella parete 
gastrica). B. TERRAciNI and A. Fonco. Boll. mem. Soc. 
piemont. chir., 1956, 26: 641. 


From A series of 300 cases of gastric neoplasms, the 
authors review 8 cases of reticulum-cell sarcoma. 
The incidence and histopathology are discussed and 
correlated with the prognosis. 

This condition accounts for about 0.5 to 2 per cent 
of all gastric neoplasms. The median age for the pa- 
tients in this group was 46 years, with no preference 
for either sex. The lesions were all removed by radical 
operation. 

Microscopically, the lesions consisted of small, 
tound to oval, cellular infiltrations involving the 
mucosa and submucosa of the stomach with infiltra- 
tion in between the muscle bundles. The cells have an 
acidophilic protoplasm and appear uniform, with 
tare mitotic activity. No mucosal ulcers were de- 
cribed in these cases. 

The problem of differentiating this condition from 
a lymphatic gastritis is presented but not 


In this series of 8 cases, 3 patients died within 6 
months. The remaining 5 patients are alive and well 
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7 months to 3 years after the operation. The radical 
difference in prognosis may be related to the impos- 
sibility of distinguishing the malignant and benign 
forms of these two conditions. 

—Roland A. Manfredi, M.D. 


Follow-Up Study of Patients with “Péan” Gastrecto- 
my (Contribution a létude du “Péan”’), LarritTE 
and Sure. 7. chir., Par., 1956, 72: 841. 


THE AUTHORS consider the Péan gastrectomy superior 
to other techniques so far as the results are concerned. 
This method seems identical with Billroth I, except 
that the authors stress not including anything but the 
mucosa in the innermost layers of suture. The duo- 
denum is mobilized to facilitate the anastomosis. 

Twenty patients of those operated on between 1943 
and 1955 were examined later and 3 reported that 
they had slight difficulty after returning to work, while 
2 were not able to return to their work (one with a 
marked psychic element and the other an alcoholic). 
This compares with 20 to 34 per cent as reported in 
the literature for other types of gastrectomy. 

One patient lost weight; half of them have main- 
tained or increased their weight slightly, and the other 
half had significant gains. 

As to digestive symptoms, 10 had no symptoms, 7 
had negligible symptoms, 2 had moderate symptoms, 
and 1 had severe symptoms. 

There has been no incidence of anastomotic ulcera- 
tion or of the dumping syndrome. 

—Leonid S. Cherney, M.D. 


Etiology and Prognosis of Intussusception in Chil- 
dren; from Experience at the Children’s Hospital 
in Basel over the Last 15 Years (Beitrag zur Aetiolo- 
gie und Prognose der kindlichen Darminvagination 
an Hand der Erfahrungen am Basler Kinderspital in 
den letzten 15 Jahren). F. Witp. Helvet. chir. acta, 
1956, 23: 461. 


INTUssUSCEPTION occurs frequently in the first 2 years 
of life, reaching a peak between 4 and 9 months. The 
frequency subsides with age and is relatively low in 
adults. The most common site of invagination is the 
ileocecal region. Experimental observations have 
shown that the invagination owes its origin to a spas- 
modic activity of the intestinal musculature. Any 
kind of chronic or acute irritation may be the cause. 
A visible cause is very seldom encountered in small 
children. 

On the basis of 42 cases of intussusception, 41 of 
which were operated on, the author analyzes the pos- 
sible relation between this condition and a congenital 
topographic anomaly of the intestine. 

Among the 42 patients there were 15 girls and 27 
boys. The youngest patient was 4 months, the oldest 
8 years old. All invaginations were in the ileocecal 
region. Twenty-three cases (56 per cent) showed a 
mobile cecum—ascending colon with a common mes- 
entery, 9 of which were accompanied by secondary 
pathologicoanatomic changes (cecum mobile syn- 
drome). Twenty-four patients (57 per cent) were af- 
fected by accompanying diseases which may or may 
not have any etiologic relation to intussusception. 
Among them were 5 cases of mesenteric adenitis, 3 of 
volvulus of the small intestine, and 2 of chronic periap- 
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pendicitis. A clear cause of invagination could be dem- 
onstrated in 15 cases, mostly in patients over 2 years of 
age. Below that age the cause seemed to be predomi- 
nantly a functional one. The author concludes that 
uncomplicated cecum mobile with a common mesen- 
tery is a predisposing factor in small children, while 
the cecum mobile syndrome may become a direct 
causal factor of intussusception in older children. 

The necessity of a cecopexy as a therapeutic and 
prophylactic measure is disputable since the recur- 
rence of the disease is rare. This is possibly due to a 
spontaneous fixation by postoperative peritoneal ad- 
hesions. —Victor R. Jablokow, M.D. 


Solitary Neurinomas of the Small Intestine (Les 
neurinomes solitaires de l’intestin gréle). JacquEs 
Ganopin. J. chir., Par., 1956, 72: 867. 


Nevurinomas of the small intestine are more common 
than suspected because many so-called sarcomas are 
neurogenic in origin. 

Neurinomas of the digestive tract may be part of 
generalized neurofibromatosis (accompanied by pig- 
mentation of the skin and cutaneous tumors), multiple 
(involving different parts of the tract), or solitary— 
(the type discussed). 

The author analyzes 40 cases, including his own. 

The patients are usually between 40 and 60 years 
of age, without any sex preference. The size of the 
— ranges from that of a cherry to that of an adult 

ead, 

The tumor may occur anywhere along the course of 
the small intestine, usually along the mesenteric bor- 
der; it grows into the mesentery and does not tend to 
encroach on the lumen of the intestine. It is often pseu- 
docystic or bosselated, and its cavities may communi- 
cate either with the intestine or the peritoneal cavity. 

The symptoms may be those of low grade obstruc- 
tion, loss of weight, and fever. Depending on size, the 
tumor may be palpable. Rectal bleeding is frequent, 
and may be quite profuse and lead to an emergency 
laparotomy. Occult bleeding may lead to the devel- 
opment of anemia. 

The x-ray examination has rarely been successful. 

Treatment consists of resection of the segment of the 
intestine with the tumor. While the tumor is benign 
originally, in 25 per cent of the cases malignant change 
has taken place. —Leonid S. Cherney, M.D. 


Lymphosarcoma of the Small Bowel (Contributo allo 
studio del linfosarcoma del tenue). ALBERTO Bro- 
DETTI. Gior. ital. chir., 1956, 12: 712. 


THE AUTHOR reports 2 cases of lymphosarcoma of the 
small bowel. A 6 year old male child was found to 
have a perforated tumor mass which involved the 
small bowel. It was about the size of a closed fist and 
was situated about 30 cm. from the ileocecal valve. 
The second case was that of a 32 year old male who 
was found to have a nodular involvement of about 
two meters of the ileum extending to within 30 cm. of 
the ileocecal junction. There was multiple lymph 
node involvement in both cases. 

An ample bowel resection, including the mesentery, 
was carried out. Both patients received postoperative 
x-ray therapy. The child was seen up to 18 months 
after treatment and was in good health. When the 


other patient was seen after 6 months he was in good 
health, but he did not return for the twelfth month 
follow-up examination and the author believes that 
the patient has probably expired. 

The author believes that the treatment for lympho- 
sarcoma of the small bowel should be ample resection 
with follow-up x-ray therapy. 

—Lucian F. Fronduti, M.D. 


inate of Foreign Bodies Causing Perforation of 
the Duodenum in Adults. (Text in Greek). N, 
Feretis and T. Mouzakis. Acta chir. hellen., 1956, 26: 3, 


THE AUTHORS report the cases of 2 prisoners with 
duodenal perforation due to intentionally ingested 
foreign bodies. The first prisoner swallowed 3 safety 
pins, 1 of which was open. The open pin entered the 
duodenum and remained unchanged there for 3 
days, as shown by a daily roentgenogram. Clinically, 
the patient experienced pain over the right upper 
quadrant which became progressively worse on the 
fourth day. On emergency laparotomy it was found 
that the sharp end of the open pin had perforated the 
anterior aspect of the second portion of the duodenum. 
Duodenotomy was performed and the pin wasremoved. 
The second prisoner swallowed the entire handle 
of a broken soup spoon. The spoon was followed 
roentgenographically, and for 3 days it remained in 
the stomach. The patient experienced severe pain in 
the right upper quadrant on the fourth day. Emer- 
gency laparotomy was performed and the handle was 
recovered from the angle between the first and the 
second portions of the duodenum which was per- 
forated at that point. — Michael G. Seremetis, M.D. 


Perforation of Duodenal Diverticula (Les perforations 
des diverticules duodénaux). M. Mousseau and A, DE 
FErron. 7. chir., Par., 1956, 72: 855. 


AN EMERGENCY LAPAROTOMY was performed on a 67 
year old male for an acute condition of the abdomen. 
There was clear free fluid in the peritoneal cavity and 
edema in the duodenal region. No obvious cause for 
the peritonitis was found, and the patient’s condition 
precluded further search. The wound was closed with 
subhepatic drainage. The patient developed a post- 
operative hernia and a fistula which was demonstrated 
by x-rays to lead to a duodenal diverticulum. The pa- 
tient was re-explored and the fistulous tract dis- 
sected out and implanted into the jejunum. 

This is the eighteenth case in the literature, the 
first one being reported as recently as 1927. ; 

It was difficult to decide whether the diverticula in 
this series were congenital or acquired; their multi- 
plicity was worthy of note. These diverticula tended 
to be on the outer surface, on the convexity of the 
duodenum, and the perforation was at the tip of the 
diverticulum. In acute perforations there was an acute 
condition of sudden onset and the usual findings of 
right upper quadrant rigidity and tenderness, even 
when the perforation was retroperitoneal. No gush of 
air occurred when the abdomen was opened; only 
once was a flat plate of the abdomen taken preopera- 
tively, and no free air was demonstrated. 

A subacute perforation was less common, and de- 
veloped like a subphrenic or subhepatic abscess from 
which it might be difficult to differentiate. A perfora- 
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tion may occur into the aorta (2 cases) leading to 
hematemesis, the passing of blood and clots by rec- 
tum, and death. 

Occasionally there may be repeated attacks of 
acute epigastric pain, and a tender diverticulum can 
be demonstrated with x-rays. 

Treatment is always surgical. In acute cases, re- 
covery depends on the surgeon’s being aware of the 
possibility of the condition, recognizing it (it was 
recognized only three times even with the abdomen 
open), and resecting the diverticulum. Drainage alone 
resulted in death in all cases but one. 

—Leonid S. Cherney, M.D. 


Medical Versus Surgical Management for the Com- 
plication of Hemorrhage in Duodenal Ulcer. Rus- 
seLL S. BoLes, JR., J. Cassipy, and Sara M. 
Jorvan. Gastroenterology, 1957, 32: 52. 


Tue AUTHORS review 314 cases of acutely bleeding 
duodenal ulcers proved by x-ray examination or sur- 
gery in an attempt to determine whether surgical 
treatment (subtotal gastrectomy) offers a better prog- 
nosis than medical treatment. 

For purposes of controlled comparison a smaller 
group of 266 patients, in whom the data was more 
complete, had controlled medical treatment (a modi- 
fied Sippy regimen with hospitalization), or subtotal 
gastrectomy to the exclusion of all other surgical pro- 
cedures. Of this group, 132 patients were treated for 
their first hemorrhage, and 134 patients had a history 
of previous hemorrhage. In this same group 141 were 
treated medically and 125 had subtotal gastric resec- 
tion. 

A comparative mortality study of the two groups 
revealed that of 141 medically treated patients, death 
occurred in 2.1 per cent; of 95 patients treated for 
their first hemorrhage, 2 died (2.1 per cent) and of 46 
patients treated for recurrent hemorrhage, 1 died (2.2 
per cent). Among the 125 surgically treated patients 
the mortality was 1.6 per cent; of 37 operated on for 
their first hemorrhage, there were no deaths; and of 
88 operated on for recurrent hemorrhage, 2 died, a 
mortality rate of 2.3 per cent. 

Further analysis led to the conclusion that with 
medical treatment, recurrent hemorrhage after treat- 
ment may be expected in 27 per cent of the cases 
within 4.5 years and in 15 per cent after surgical 
treatment. 

The authors do not specify how soon after the bleed- 
ing episode surgery was undertaken, and apparently 
they do not include any cases of uncontrollable bleed- 
ing. As Garlock said in his discussion, if any of the 
patients were operated upon during an acute ex- 
sanguinating episode, the surgical mortality rate of 
1.6 per cent is quite phenomenal. 

One gains the perhaps erroneous impression from 
the manner of this report that it makes little or no 
difference if bleeding ulcer is treated medically or 
surgically. —Harold Laufman, M.D. 


Enterocystoma of the Duodenum (L’enterocistoma del 
duodeno). ENzo and Grorcio ELENA. 
Rass, ital. chir. med., 1956, 5: 483. 


DUODENAL LOCALIZATION of a tumor is fairly rare 
among tumors of the gastrointestinal tract. Entero- 


SURGERY OF THE ABDOMEN 145 


cystoma represents about 3 per cent of all duodenal 
tumors. 

In childhood the onset of symptoms and the finding 
of an enterocystoma are more frequent. The origin is 
either from a diverticulum, an aberrant embryonal 
germ, a vacuole of the primitive intestine which has 
remained secluded, or a cystic dilatation of a congeni- 
tal fold of the intestine. 

Enterocystoma occurs more frequently at the level 
of the second portion of the duodenum in the sub- 
mucous, intramuscular, or subserous layers. It oc- 
curs usually as a single lesion on the posterior wall. 
It is usually of a round, oval, or saccular shape; the 
internal mucosa is of the duodenal type; and the con- 
tent can be mucous, biliary, or serosanguineous. It is 
frequently associated with a congenital malformation. 

Clinically, the symptomatology, if it exists, is one 
of a more or less complete obstruction. Bleeding is 
present whenever there is erosion, and jaundice has 
been observed in children. Radiologically, the pattern 
is one of a round and smooth defect. 

The surgical treatment varies from marsupializa- 
tion with drainage to the outside, to segmentary re- 
section, simple excision, or internal drainage of the 
cyst. The choice of treatment depends on the localiza- 
tion of the cyst. 

The authors present the case of a 56 year old white 
woman who had symptoms of obstruction of short 
duration and was found to have a pedunculated cyst 
of the second portion of the duodenum. Operation 
with primary closure was performed successfully. 

— Sergio V. Proserpi, M.D. 


Primary Malignant Neoplasms of the Duodenum; 
Discussion Based on 17 Cases, with Emphasis on 
Radiologic Diagnosis. Seymour OcHsNER and Mar- 
Tin S. KLEcKNER, JR. 7. Am. M. Ass., 1957, 163: 413. 


A CLINICAL DIAGNOsis of tumors that involve the 
duodenum can be made, at the present time, only by 
adequate roentgenologic examination of the upper 
gastrointestinal tract. The authors report 17 cases of 
primary neoplasm of the duodenum encountered 
between 1936 and 1955. 

The incidence of duodenal carcinoma at autopsy 
is 0.033 per cent. Primary tumors of the duodenum 
are most frequently adenocarcinomas. Metastatic 
involvement of the lymph nodes is not necessarily a 
late feature of this lesion. A less common type of 
duodenal neoplasm is the leiomyosarcoma. They 
originate in smooth muscle, tend to remain localized, 
and grow either intraluminally or extraluminally. 

The tumors are categorized into three groups: 
suprapapillary, peripapillary, and infrapapillary. A 
particular symptom complex characterizes each duo- 
denal region. Thus, suprapapillary tumors produce 
symptoms principally of pyloric obstruction; peri- 
papillary tumors, those of obstructive jaundice; and 
infrapapillary tumors, evidence of gastrointestinal 
hemorrhage. 

Surgical excision of duodenal neoplasms is the only 
treatment that promises any hope of long-term survi- 
val. As in the case of tumors of other regions of the 
gastrointestinal tract, successful excision is possible 
only if the lesion is localized. Primary excision is 
desirable when possible. If resection is not feasible, 
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palliative relief from duodenal obstruction may be 
provided by some type of gastroenterostomy, and 
biliary obstruction may be relieved by some type of 
biliary-intestinal anastomosis. Radiation therapy is 
likely to have a beneficial effect only in the rare 
lymphoblastic type of tumor. 

—Ely Elliott Lazarus, M.D. 


The Surgical Management of Chronic Ulcerative 
Colitis. J. DeEWirr Fox. Am. 7. Surg., 1957, 93: 3. 


THE AUTHOR has written a very interesting article on 
the technique of surgical management of chronic ul- 
cerative colitis which has been adopted at the Henry 
Ford Hospital, Detroit, Michigan. He feels that the 
surgical management of chronic ulcerative colitis in 
selective cases may now be streamlined safely to the 
one-stage total colectomy with removal of the rectum 
and ileostomy in one operation. The advantages of 
this procedure are: (1) it is technically feasible; (2) it 
avoids multiple operative procedures with attendant 
risks; (3) it is performed when the patient is usually in 
better condition, at the beginning of his illness, not 
after he has had two or three operations; (4) it avoids 
the difficulty of building up the patient while he still 
has a diseased colon; (5) there is an excellent psychic 
effect in that the patient is cured in one operation. 
Many patients will not submit to staged procedures. 

Complications are also avoided, such as later foci of 
infection in the remaining colon, perforation, perito- 
nitis, hemorrhage, rectal stricture, fistula, abscess and 
segmental ulceration, pseudopolyposis, and malignant 
degeneration. The danger of malignant degeneration 
in ulcerative colitis is strongly emphasized. The author 
quotes Cattell who has noted an incidence of malig- 
nant degeneration of 25 to 30 per cent in patients who 
have harbored the disease for 8 or more years, and 
Lyons and Garlock who found that if patients under- 
going surgery had the disease more than 12 years 
there was a 36 per cent incidence of carcinoma. The 
author feels very strongly that to obtain a good result 
both the colon and the rectum must be sacrificed and 
a permanent ileostomy performed. The dangers and 
complications attending attempts to anastomose the 
ileum to the terminal rectum are discussed. The indi- 
cations for ileostomy and total colectomy are: chronic 
invalidism, perforation, hemorrhage, toxicity, arthri- 
tis and dermatitis, stricture, and malignant degenera- 
tion. 

The preoperative preparation of the patient should 
place him in optimum fluid and electrolyte balance 
with adequate hemoglobin and serum albumin, plus 
control of infection with antibiotics. Above all, the 
patient should be conditioned psychologically to his 
operation and the ileostomy care that is to follow. 

The operative procedure of one-stage ileostomy and 
total proctocolectomy is described with conservative 
removal of the rectum at the level of the levator ani 
muscles. On completion of the abdominal procedure 
the patient is put up in stirrups, and the surgeon quick- 
ly removes the remaining 1 cm. cuff of rectal and anal 
mucosa and inserts a Penrose drain. The anal sphincter 
is preserved. This conservative removal of the rectum 
retains the nervi erigentes so that normal sexual 
potency is preserved; it also favors rapid wound heal- 
ing. The author emphatically stresses the all important 


2 inch area of the ileostomy and urges that adequate 
time and extreme care be taken to fashion the ilegs. 
tomy, for the success of this entire major procedure js 
dependent upon how this stoma functions. The various 
methods of ileostomy drainage are discussed in detail 
as well as the treatment of the various complications 
associated with ileostomies. The new Royal ileostomy 
appliance is discussed in detail. This new type of bag 
requires no cement and uses disposable plastic bags, 
Considerable success has been obtained with its use. 
The postoperative care of the ileostomy patient is 
primarily designed to anticipate rather than combat 
complications, especially fluid and electrolyte loss, 
and to befit the physiology of the ileostomy. 
—Harold L. Method, M.D. 


The Vascularization of Malignant Tumors of the 
Large Bowel (Etude sur la vascularisation des cancers 
du gros intestin). J. DELARUE, J. MicNot, and A, 
BuLuiarp. Presse med., 1956, 64: 2164, 


RADIOPAQUE MATERIAL was injected into the blood 
vessels of surgically resected segments of the large 
bowel containing tumors. The specimens were in- 
jected through either the arteries or the veins in order 
to obtain a complete picture of the vascular tree. The 
passage of the radiopaque material was facilitated by 
first treating many of the specimens with vasodilator 
drugs. After the radiopaque material solidified roent- 
genograms were taken first of the tumor as a whole; 
then the specimen was cut into slices of 6 mm. thick- 
ness, and each slice was subsequently roentgeno- 
graphed. Finally, the specimens were placed in for- 
malin and prepared for microscopic examination, the 
sections being cut to a thickness of 0.5 mm. Specimens 
containing tumors of the descending and sigmoid 
colon and the rectum were also prepared in the man- 
ner just described. 

Examination of the roentgenograms of the injected 
specimens revealed an increased vascularity around 
the tumor, particularly on the venous side where the 
veins were dilated and tortuous. When injected through 
the arterial side, the tumor showed small but numerous 
blood vessels. On the other hand, retrograde venous 
injections of the specimens demonstrated that no radi- 
opaque material penetrated the tumor proper, the 
tumor giving the appearance of an isolated mass. 

Roentgenograms revealed that relatively few ar- 
teries entered the tumor mass, but once they pene- 
trated the neoplasm each vessel immediately branched 
in a bouquetlike fashion, giving the appearance of a 
cauliflower. While each separate “cluster” anasto- 
mosed freely and richly within its own realm, there 
appeared to be little or no anastomotic communica- 
tion between the several clusters. The blood supply of 
the tumor mass thus forms a series of vascular tert!- 
tories which are clear-cut and appear to be quite 
independent of one another. ? 

Histological examination of the vascular tree within 
the tumor mass showed that the vessels possess very 
few muscle fibers. The vessel wall is composed almost 
entirely of endothelium and gives an appearance o 
capillaries. 

These studies reveal that the blood vessels within 
the tumor do not develop in a haphazard fashion as 
generally believed, but rather follow a definite archi- 
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tectural pattern, the arteries giving the appearance of 
segmental distribution. —Peter Beaconsfield, M.D. 


Reflections u 40 Cases of Carcinoma of the Right 
Colon (Réflexions 4 propos de 40 cas de cancers du 
colon droit). J . Sénéque and C. L. CuaTeuin. 7. chir., 
Par., 1957, 73: 5. 


Or 40 paTIENTs with cancer of the right colon, 35 
were in the age group of 50 to 80 years. Twenty-six 
were women and 14 were men. In 64 per cent of the 
entire group the tumor was located in the cecum or 
the ascending colon; in 20 per cent it was in the hepa- 
tic flexure; in 7 per cent in the right portion of the 
transverse colon; and in 5 per cent it was found in the 
region of the ileocecal valve. One patient had two 
tumors, one in the ascending colon and the other in 
the transverse colon. Another patient had one tumor 
in the cecum and another in the small intestine. 

A scirrhous type of neoplasm was found in 2 per 
cent of the cases, a vegetating, more or less ulcerating 
type, in 94 per cent, and a stenosing type in 4 per cent. 

Of 31 patients in whom the tumor had been re- 
moved, differentiated cylindrical epithelioma was di- 
agnosed in 28, and degenerating villose cancer in 3. 
Lymph glands were found to be invaded in 42 per 
cent of the entire group. 

An obstinate case of diarrhea was recorded in the 
history of only 3 patients, and melena in the history 
of only 1 patient. Nevertheless, secondary anemia was 
detected in 36 patients. Pain, recorded in 39 patients, 
proved to be the most important diagnostic sign, 
whereas a palpable tumor formed the first detectable 
sign in 19 patients. 

Inflammatory signs were present in 14 patients, and 
signs of occlusion in 28. In the last-mentioned group 
acute symptoms of obstruction were found in 11 pa- 
tients. 

Three types of roentgenologic examination are 
valuable for the diagnosis: a scout film of the abdo- 
men, barium enema, and the adminstration of phar- 
macodynamic modifiers. Prostigmine methylsulfate 
augments contractions of the colon and thus facilitates 
visualization of the infiltrated zone, while atropine or 
banthine efface the false image of a lacuna by reliev- 
ing intestinal spasm. 

A one-stage right hemicolectomy with a side-to- 
side isoperistaltic ileocolic anastomosis in 2 layers was 
performed on 27 patients, and a two-stage operation 
was performed on 4 patients. The first stage consisted 
of cecostomy in 1 patient, and laterolateral isoperi- 
staltic ileocolic anastomosis, without exclusion, in 3 
patients. Palliative ileotransverse anastomosis without 
exclusion was done in 8 patients and exploratory 
laparotomy in 1 patient. 

Death occurred postoperatively in 3 patients, or 
7.5 per cent of the entire group. 

—Foseph K. Narat, M.D. 


The Curative Treatment of Carcinoma Recti by 
Means of Electrocoagulation and Radium. W. F. 
Wassink. Arch. chir. Neerl., 1956, 8: 313. 


Taz AUTHOR reports a wide experience with local 
tlectrocoagulation and radium implantation without 
colostomy in the treatment of carcinoma of the rec- 
tum. This method has been evaluated at the Nether- 
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lands Cancer Institute in 121 patients over a 15 year 
period. The usefulness of this therapy is emphasized 
by the fact that the results of treatment of carcinoma 
of the rectum improved at this institution following 
the introduction of this method. The authors believe 
this to be the case because more patients in a tech- 
nically operable stage, but who, in consequence of 
serious organic diseases or old age, were formerly ex- 
cluded from so-called radical surgery, are now bene- 
fited by treatment. This conservative peranal treat- 
ment was at first reserved only for those patients who 
were considered to be beyond surgical help because 
of their general condition (age or organic disease), 
but more recently some patients were chosen in whom 
no objection to radical surgery existed. A third group 
of patients in whom the method could not have been 
expected to be of curative value is also included. All 
patients had a proved histologic diagnosis of carci- 
noma. The observation period exceeds 5 years in all 
the cases. Most of the tumors were situated in the 
rectal ampulla, with many at the level of the anal 
sphincter or slightly above. 

The necessary equipment for successful electro- 
coagulation of carcinoma of the rectum is minimal. 
A set of anoscopes of different gauges and lengths, a 
good headlight with a concentrated beam, and a suc- 
tion device for removal of smoke and moisture are the 
most important pieces of equipment. 

The operation is performed under parasacral 
anesthesia with local infiltration of the anal skin and 
the sphincter ani. The operation should be completed 
in one stage, since thereafter it is much more difficult 
to recognize anatomic relations and histologic struc- 
tures. All posteriorly situated tumors require the 
lithotomy position, while all anterior wall tumors re- 
quire a ventral positioning. In preparation the patient 
was given enemas as for surgery of the colon. Anti- 
biotics were never used. When the coagulated surface 
did not exceed half the circumference of the bowel no 
difficulty with stricture formation occurred. Dilata- 
tion was used to control stricture formation caused by 
the removal of larger portions of mucosa. 

Radium was implanted only after partial healing 
of the rectal defect. The radium was inserted into the 
perirectal tissue at a tentative depth of half an inch 
outside the lumen of the bowel and beneath the surface 
of the former tumor, extending 1 or 2 centimeters in all 
directions. The needles were left in until a tumor dose 
of about 3,000 roentgens was delivered. 

The direct dangers of electrocoagulation and ra- 
dium implantation are few. Only 1 patient of the 121 
died as a result of the treatment. Death was due to a 
septic infection originating in the site of injection for 
epidural anesthesia (not usually employed). 

The results obtained in the patients without other 
disabling conditions is remarkably good. Sixty-one of 
72 patients (85 per cent) lived over 5 years. In those 
patients who received this treatment because of ad- 
vanced age or other disabling conditions 10 of 21 
(48 per cent) lived longer than 5 years. In those pa- 
tients who received this treatment as a palliative 
measure 1 of 18 (5 per cent) lived longer than 5 years. 
The excellent results obtained in the first group would 
appear to be due, at least in part, to the careful selec- 
tion of patients with small growths. The second group 
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of patients were greatly benefited by the treatment, 
since none were candidates for the more conventional 
radical procedures. The salvage of lives in this group 
improved the over-all results of the operative treat- 
ment of carcinoma of the rectum at the author’s 
institute. —Lloyd D. MacLean, 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Portacaval Anastomosis. R. Mitnes WALKER. Lancet, 
Lond., 1957, 1: 57. 


THE AUTHOR reviews a series of 56 patients who had 
end-to-side portacaval anastomoses. Fifty-three of 
these patients, who ranged in age from 7 to 57 years, 
survived the operation and left the hospital. 

The view is expressed that the only indications for 
operation are hemorrhage from esophageal or gastric 
varices due to intrahepatic venous obstruction and 
the risk of such hemorrhage when large varices exist. 
Contraindications include severe impairment of liver 
function or advanced age in patients who would run 
the risk of subsequent thrombosis. Previous jaundice, 
ascites, and impaired liver function suggest intra- 
hepatic disease, but extrahepatic obstruction may be 
present simultaneously from thrombosis in the portal 
venous system. Transsplenic portal venography indi- 
cates the site of the obstruction and demonstrates the 
exact state of the portal vein. This investigation was 
made on all patients operated on since 1952, except 
one who previously had had a splenectomy. 

When jaundice, gross ascites, or abnormal liver 
function tests indicated severe liver disease, a porta- 
caval anastomosis was not advised. The serum- 
albumin level appeared to be the most accurate 
indication of liver function, and no end-to-side por- 
tacaval anastomosis was done on a patient whose 
serum-albumin level was below 3 grams per 100 
milliliters at the time of operation. High serum 
alkaline phosphatase levels and abnormal floccula- 
tion tests were not thought to be definite contra- 
indications to the operation. 

right thoracoabdominal approach, usually 
through the bed of the ninth rib, with the incision 
extending across the costal margin, was used rou- 
tinely. After high division of the portal vein, its lower 
end was anastomosed by continuous everting mat- 
tress sutures to the side of the inferior vena cava. The 
portal pressure was measured either in the portal vein 
itself or in one of its tributaries before the anastomosis 
was made in the majority of cases. Anticoagulants 
were not used as a routine postoperative measure. 

All the patients were followed for periods up to 5 
years and 9 months after their operations. Three pa- 
tients died while still in the hospital and 5 patients 
died within 8 to 33 months following discharge from 
the hospital. However, only 3 patients in this series 
had any significant bleeding after leaving the hos- 
pital, and they all had had either a splenectomy or an 
unsuccessful splenorenal anastomosis. 

As a rule, postoperative complications were rare. 
A serious complication is the neuropathy associated 
with portal systemic shunts, whether natural or pro- 
duced by the surgeon. The hepatic neuropathies 
appear to be precipitated by the ingestion of a large 
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protein meal, and usually a quick response is evident 
when the patient is placed on a protein-free diet. In 
the great majority of patients the cirrhosis appeared 
to be static. Liver function tests were made on prac- 
tically all of the patients, and, invariably, little 
change from the preoperative values was noted. A 
most striking postoperative phenomenon is the reduc- 
tion in size of the spleen, for it starts to diminish in 
size from the very first day. After this, further reduc- 
tion is slow and may continue for years, until often it 
eventually ceases to be palpable. 

The author’s series of cases, even though carefully 
selected, vividly demonstrates that an efficient end- 
to-side portacaval anastomosis will greatly reduce the 
risk of further hemorrhage from esophageal varices in 
patients with portal hypertension due to intrahepatic 
disease. — James H. Holman, M.D. 


The Diagnostic Laparotomy in Obstructive Jaundice 
in Infants. H. JR., and 
Victor G. McDonatp. Surg. Clin. N. America, 1956, 
36: 1545. 


THE MAJORITY of patients with obstructive jaundice 
in infancy have atresia of the bile ducts, and 20 per 
cent of these conditions are surgically correctable. 
The tendency to postpone surgical intervention in 
cases of obstructive jaundice means that even those 
cases amenable to correction cannot be salvaged 
because of the relentless progression of a well estab- 
lished biliary cirrhosis. 

Two hundred and forty-five of the most recently 
reported cases of extrahepatic atresia of the bile ducts 
were reviewed. Although 44 were surgically correc- 
table, the results were considered good in only 17 
patients. Late cirrhosis was a frequent reason for 
failure. 

A new approach to the differential diagnosis of 
obstructive jaundice in infancy was sought. The 
authors discuss 23 cases of patients with obstructive 
jaundice who were treated by operation between Sep- 
tember, 1947 and October, 1955. This group included 
16 cases of extrahepatic biliary atresia and 7 of neo- 
natal hepatitis. Although these infants were obviously 
icteric by the end of the first week of life, symptoms 
were not severe. The admission of these infants to 
the hospital for study was delayed an average of 4 
months after the onset of the jaundice. None of the 
standard laboratory tests provided a definite differ- 
ential diagnosis between the patients wirh atresia of 
the extrahepatic bile ducts and hepatitis. None of the 
patients subjected to laparotomy had a history of 
hemolytic crisis. 

Twenty-one infants had operations performed. In 
17 cases the initial procedure was dissection of the 
portal and periportal areas. These dissections proved 
to be time-consuming and inaccurate, and some inad- 
vertent damage was done to the bile ducts. In 3 
infants, in whom the surgeon reported no extra- 
hepatic bile ducts, the liver biopsy and subsequent 
clinical course were consistent with hepatitis. 

In view of these results a different surgical approach 
was employed. The initial procedure was a brief 
diagnostic laparotomy under local or cyclopropane 
and oxygen anesthesia through a short transverse of 
muscle-splitting subcostal incision placed at least 
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1 inch above the edge of the liver. If the gallbladder 
was present a cholecystostomy and immediate cholan- 
giogram were done. In all the patients a deep wedge 
of the liver was resected and the biopsy site was closed 
over gelfoam and covered with omentum. If the 
biopsy and/or liver biopsy specimen was consistent 
with extrahepatic biliary atresia the infant could then 
be re-explored with a definite plan for the relief of the 
obstruction. The liver biopsy enabled the pathologist 
to establish the correct diagnosis in all 19 of the cases 
in which material was available for review. 
—Martin Elliott Silverstein, M.D. 


Modern Surgical Treatment of _ er Cysts of the 
Liver. (Text in Greek). B. K. KARAGEORGE. Greek 
Medicine, 1956, 25B: 1109. 


MARSUPIALIZATION as a treatment of hydatid cysts 
of the liver has not given the expected good results. 
The disadvantages of prolonged hospitalization, 
chronic fistulas, and an overall mortality of 15 to 20 
per cent were the main reasons against its further use. 
The primary closure of the cavity without marsupiali- 
zation, which was applied in many cases, had good 
results but it is indicated mainly for small cysts. The 
large cysts still present a problem despite the advent 
of antibiotics. 

Within the last 5 years two new methods were 
suggested for the obliteration of the space of a large 
cavity. The first method is omentoplasty (epiploon- 
plasty) in which the cavity is filled in with omentum, 
anchored there with a few sutures. The omentum 
causes the development of granulation tissue which 
results in complete obliteration of the cavity. This 
method can be used in the treatment of any kind of 
hydatid cyst, including those with biliary fistulas and 
rigid walls. The second method is the revival of the 
so-called “‘cystectomy” in which the wall of the cyst 
is removed. This method is applied in chronic cases 
in which the cavity wall is very thick and there is no 
danger of injury to the neighboring vessels or the liver 
parenchyma. 

The author reports the operative results in 35 cases 
of hydatid cysts of the liver during the last 5 years. 
In 22 cases the omentoplastic operation was per- 
formed with good results. Only 3 of these 22 patients 
had infection, requiring incision and drainage and 
further treatment. On 8 patients he used the cystec- 
tomy operation with uneventful recoveries in all. The 
remaining 5 patients were treated with the old mar- 
supialization method. The author points out that the 
mean hospitalization period for the patients with mar- 
supialization was 35 to 84 days, and only 12 to 20 days 
for those who were treated by the newer methods. 

— Michael G. Seremetis, M.D. 


Liver Resection; Anatomy, Technique, and Indica- 
tions (Resezioni tipiche del fegato; anatomia, tecnica 
ed indicazioni). ILarto BrancocicLio. Anat. chir., 
Rome, 1956, 1: 185. 


FORMERLY trauma was the most frequent indication 
for hepatic resection, but recent studies of the vascular- 
biliary anatomy of the lobules have made precise 
resection for other causes possible without the hazard 
of hepatic necrosis. Five anatomical drawings are 
presented to show the various relationships of vessels 
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and ducts together with delineation of the topographic 
anatomy of the finer lobulations. 

A thoracoabdominal approach between the right 
eighth and ninth ribs is recommended. The incision 
is extended down the midline to the umbilicus, and 
the xiphoid is removed. A detailed technique for the 
removal of various segments and lobes is given in a 
step by step fashion. 

The indications for hepatic resection are benign 
and malignant circumscribed tumors, metastatic tu- 
mors from contiguous organs such as the stomach, 
colon and gallbladder, parasitic cysts, and occasionally 
trauma or the presence of extra congenital lobes. 
Thirteen cases are reported from the literature, 8 of 
hydatid cysts and the others of benign or malignant 
tumors. — Warner F. Bowers, M.D. 


The Results of Surgical Treatment of the Post- 
cholecystectomy Syndrome. Kart LEHMANN. Acta 
chir. scand., 1956, 112: 40. 


Durinc THE PAsT 10 years 95 patients with post- 
cholecystectomy syndrome were studied. This condi- 
tion occurs in patients who, after a well indicated and 
properly performed cholecystectomy, have as trouble- 
some or worse symptoms than before the operation. 

These patients usually are treated, according to the 
current hypothesis that spasms of the sphincter of 
Oddi are the basic cause, with either medical treat- 
ment, preferably with spasmolytic drugs, or with 
operations that divide the sphincter or circumvent it 
by applying an antisphincteric anastomosis between 
the deep gall ducts and the duodenum. 

During the early years of this study only an explora- 
tory choledochotomy was performed in 8 cases. Fol- 
lowing this period, transduodenal splitting of Oddi’s 
sphincter was accomplished in 5 cases, and 26 had 
anastomosis between the deep bile passages and the 
duodenum. 

An analysis reveals that the results were really good 
only when calculi were found and could be removed. 
All of these patients made a complete recovery. Fol- 
lowing the other procedures, only mediocre results 
were obtained since less than half of the patients felt 
better after the treatment than before, regardless of 
having been operated on or not. The anastomoses per- 
formed were checked postoperatively by cholangiog- 
raphy to determine patency. Since the results were 
poor in this series the author directed attention to the 
psychic condition of the patients and found that 9 
were definite drug addicts and 15 others had un- 
questionable mental disorders diagnosed by special- 
ists in other departments of the hospital. 

Of the 94 patients with the postcholecystectomy 
syndrome, 77 were under observation for a period of 
at least 1 year. Intravenous cholangiography was 
performed in all of these cases. The study confirmed 
the impression that when stones had been left at the 
first operation and could be removed at reoperation 
the results were good. After the other operations, in 
most cases anastomoses between the bile ducts and 
the duodenum, improvement in the patient’s condi- 
tion was seen only in less than half of the cases. The 
passage of barium from the duodenum into the bile 
ducts proved that the poor results were not due to a 
defectively functioning anastomosis. 
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Persisting recurrent pain in the presence of a well- 
functioning anastomosis raises doubt concerning the 
correctness of the theory of dyskinesia of Oddi’s 
sphincter being the cause of the pain. Since a con- 
siderable number of patients with the postcholecys- 
tectomy syndrome were drug addicts or individuals 
with psychotic disorders, reoperation then should be 
reserved for patients with definite, objective signs of 
biliary tract disease, including dilatation of these, 
demonstrable by cholangiography. 

— john H. Mohardt, M.D. 


The Diagnostic Significance of Cholangiography Be- 
fore and During Operations on the Biliary Tree 
(Zur diagnostischen edesinns der ante- und intra- 
operativen Cholangiographie bei Operationen an den 

F. Manp.. Wien. med. Wschr., 1957, 107: 


Up To THE PRESENT TIME differential diagnosis of the 
diseases of the liver and the biliary tree have been 
based largely upon the various liver function tests. A 
greater diagnostic value has been attributed to in- 
travenous cholangiography performed with the help 
of biligrafin (Schering), which has, however, one great 
disadvantage in that it is ineffective in patients with 
icterus. Peritoneoscopic cholangiography, first intro- 
duced in 1942 by Lee, is considered by the author as 
not without danger. 

A further step in the given direction is direct pre- 
operative transcutaneous cholangiography first used 
by Carter and Saypol. If executed properly, the pro- 
cedure is harmless. A thin, (1 mm.) long needle is in- 
troduced under constant suction through the skin into 
the liver parenchyma in the direction of the hilus until 
a larger biliary duct is punctured and bile is aspirated 
into the syringe. Contrast medium is injected and a 
roentgenogram is taken immediately afterward and 
later at desired intervals. The procedure is of great 
diagnostic value in cases of parenchymatous hepatitis, 
gallstones, liver metastases, and carcinoma of the 
papilla and the choledochus and helps to eliminate 
nonsurgical conditions. 

Transhepatic cholangiography, developed by Leger, 
is performed under vision after a laparotomy. It is 
used only in cases of repeated operations in the region 
of the gallbladder and the ducts to help choose a 
proper approach when the operating field is obscured 
by adhesions. 

Operative cholangiography was introduced by 
Mirizzi and ete br Mallet-Guy. As a routine 
supplement to operation it is still a subject of discus- 
sion. In the author’s opinion the method must be ap- 
plied in case of any changes in the shape of the chole- 
dochus, stones in the choledochus, cholangitis, or 
icterus in the past history. Such an examination may 
help to prevent a recurrence of the disease and the 
need for reoperation. —Victor R. Jablokow, M.D. 


Further Considerations in the Evaluation of Primary 
Closure of the Common Bile Duct Following Its 
Exploration. J. Lynwoop HErrincTON, JR., Royce 
E. Dawson, H. Epwarps, and LEonARD W. 
Epwarps, Ann. Surg., 1957, 145: 153. 


THE AUTHORS report their experience with pri 
closure of the common duct (without T-tube or 


catheter drainage) at the Vanderbilt University 
School of Medicine. During a 10 year period 242 
common ducts were explored, and of these 153 were 
closed primarily. Both groups of patients were the 
same in regard to age. The length of hospitalization 
for the patients who had primary closure was 11.5 
days, and for those who had drainage, 16.3 days. 
There were 15 major complications with 6 deaths in 
the group without drainage, and 18 complications 
with 9 deaths in the other group. Four of these latter 
complications were residual stone detected on cho- 
langiogram postoperatively. 

The authors point out that the essentials in closing 
the common duct primarily are: (1) complete accurate 
closure which is water tight, and (2) patency of the 
ampulla of Vater. The latter is accomplished by the 
use of graduated Baker’s dilators at the time of chole- 
dochotomy. —Peter Dineen, M.D. 


Hydropancreatosis (L’hydropancréatose). R. Soupautt. 
Mem. acad. chir., Par., 1957, 83: 44. 


AMONG THE VARIOUS FORMS of cystic structures found 
in the pancreas, the author differentiates a specific 
lesion which he terms hydropancreatosis in analogy 
to hydronephrosis. Hydropancreatosis should be dis- 
tinguished from pseudocysts caused by trauma or 
necrosis and from cystic tumors of various kinds. 

The main characteristics are: the walls of the cyst 
are formed by pancreatic parenchyma; the cyst com- 
municates directly with the lumina of the canaliculi 
in the vicinity; the walls show sclerosis of greater or 
lesser degree; and the cyst contains pancreatic juice 
under pressure. 

It is assumed that the cystic dilatation is caused by 
an obstacle in a duct which leads to the formation of 
a retention cyst. The obstruction may be caused by 
lithiasis, by carcinoma of the head of the pancreas, 
by calcifying chronic pancreatitis, or by sclerosis of 
the pancreas. 

The diagnosis is made by means of roentgenograms 
(pancreatography) which give characteristic pictures. 

— Werner M. Solmitz, M.D. 


Obstruction of the Duodenum by Annular Pancreas 
Associated with Juxtaduodenal Ulcer (Ostruzione 
del duodeno da pancreas anulare associato ad ulcera 
iuxta-duodenale). F. Soave and V. Rizzo. Minerva 
med., Tor., 1957, 48: 56. 


THE AUTHOR reports the case of a 32 year old woman 
with an obstructing lesion in the pyloric end of the 
stomach. At operation an annular pancreas was found 
about the first portion of the duodenum. An ulcer was 
also found near the pylorus. The duodenum proximal 
to the annular pancreas was notably dilated. 

A Reichel-Polya type of gastric resection was pet- 
formed and a small segment of the annular pancreas 
was removed for biopsy. The postoperative course was 
good, and when the patient was seen 22 months after 
surgery there were no complaints. A review of the liter- 
ature is also presented. —Lucian J. Fronduti, M.D. 


Torsion of the Spleen (La torsione della milza). 
Vincenzo L. Fiore. Rass. ital. chir. med., 1956, 5: 421. 


THE AUTHOR presents the case of a patient who had 
torsion of the spleen with the unusual symptomatology 
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of hematemesis and melena, and also discusses the 
differential diagnosis and treatment. 

A 28 year old female had a 2 year history of pain 
and fullness of the upper abdomen, with an acute 
onset of severe, colicky abdominal pain. After a 
thorough —— examination ruled out the 
presence of pregnancy, a large, firm, mobile tumor 
mass was palpated in the region of the hypochondrium. 
During the period of evaluation, the patient had 
hematemesis accompanied by melena. Emergency 
exploration revealed torsion of an enlarged spleen 
which was resected. During operation it was noted 
that the portal circulation was markedly congested 
and the veins draining the stomach and small bowel 
were dilated. The pedicle of the spleen was elongated 
and produced a traction obstruction at its juncture 
with the portal vein. The resected spleen weighed 
450 grams, and histologic section revealed a marked 


hyperplasia of the parenchyma with numerous small 


enlarged areas of old and recent hemorrhages. The 
patient made an uneventful recovery. 

The author was unable to find other cases in the 
literature of torsion of the spleen producing hema- 
temesis and melena. Torsion of the spleen is seen in 
the second to fourth decade and occurs in females in 
95 per cent of the cases. Elongation of the splenic 
pedicle, ptosis, and increased mobility of the spleen 
appear to be the underlying pathologic etiology. 

This condition should be suspected in patients who 
present symptoms of melena and hematemesis ac- 
companied by a mass in the left upper quadrant. 
Treatment of this condition is splenectomy, which is 
usually curative. —Roland A. Manfredi, M.D. 
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Torsion of the Pedicle of an Accessory Spleen; Case 
Report. (Text in Greek). N. Curisteas, S. DIAMANTIS, 
and A. Lervapitis. Greek Medicine, 1956, 25B: 1077. 

THE AUTHORS report a case of a 17 year old female 
patient who was admitted to the authors’ surgical 
clinic of the University of Athens, Greece, with a 4 
day history of abdominal pain in the left upper quad- 
rant associated with nausea, vomiting, and fever. The 
physical findings on admission included tenderness 
over the left upper quadrant (a somewhat tympanitic 
abdomen), but no rigidity. No organs or tumors could 
be palpated; the temperature was 38 degrees C.; and 
the white blood count was 17,700. A flat abdominal 
plate and a chest roentgenogram revealed a marked 
elevation of the left diaphragm and a displacement of 
the heart to the right. 

All the symptoms and physical findings gradually 
subsided under antibiotics but the roentgenographic 
picture of a markedly elevated left diaphragm was un- 
changed. With a preoperative diagnosis of congenital 
paresis of the diaphragm, a left thoracotomy was per- 
formed for its reconstruction. Underneath the dome of 
the left diaphragmatic leaf many abdominal organs 
were crowded and adherent to each other. When the 
adhesions were separated a thick mass was seen at- 
tached to the mesocolon. This mass was an accessory 
spleen with a twisted and strangulated pedicle. The 
normal spleen was in its anatomic position and appar- 
ently healthy. The resected accessory spleen showed 
extensive hemorrhagic and necrotic changes. The pa- 
tient had an uneventful postoperative period and re- 


covered completely. 
— Michael G. Seremetis, M.D. 
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GYNECOLOGY 


UTERUS 


The Correlation of Papanicolaou Smears and Cervical 
Cultures During Pregnancy; Preliminary Report. 
EvizaBetu S. WauGH and ANNE H. Pike. Obst. Gyn., 
1957, 9: 143. 


WHENEVER a Carcinoma in situ is diagnosed during 
pregnancy and the uterus (after hysterectomy) fails to 
show any residual malignant disease, three possible 
explanations come to mind: (1) the lesion was re- 
moved by biopsy; (2) the lesion was reversible; (3) the 
histologic picture of carcinoma in situ was simulated 
by hormonal changes of pregnancy or by infection. 
Since cervical cultures are taken routinely during 
pregnancy at the Woman’s Medical College of Penn- 
sylvania, the authors attempted to see whether there 
is any correlation between the incidence of infection 
and the diagnosis of carcinoma in situ. 

The present article is an interim report on a long 
term study which so far comprises 823 patients from 
the ward service, 77 per cent of whom were negroes 
and 75 per cent multiparas. On the initial visit 
Papanicolaou smears, cervical cultures, and other 
tests for Monilia (Candida) and Trichomonas were 
taken. If infection was found, it was properly treated, 
and the smears were repeated after apparent cure. 
All atypical and suspicious smears were repeated, and 
punch biopsies were performed on all patients with 
persisting grade 3, 4, and 5 smears. 

Of the 823 patients, 752 (91.4 per cent) had nega- 
tive smears, 58 (7.0 per cent) had negative-atypical, 
5 (0.6 per cent) had suspicious, and 8 (1.0 per cent) 
had positive smears. Infection was present in 53.7 per 
cent of the patients with negative smears and in 54.7 
per cent of all patients (451 of 823 patients). The in- 
fection was caused by fungi in 48 per cent, by Tri- 
chomonas in 34 per cent and by a combination of both 
in 12 per cent. It appeared significant in the results 
that in the group with negative smears only 8 per cent 
of the patients had a positive culture and Tricho- 
monas test, whereas in the group with abnormal 
Papanicolaou smears 21 per cent of the patients had 
a proved infection. 

Biopsies were done in 125 patients, and in the total 
material invasive carcinoma was diagnosed once in a 
26 year old gravida III with positive prenatal Pa- 
panicolaou smears and a cervical biopsy diagnosed as 
invasive carcinoma (7 months prepartum). A cesar- 
ean section was done 2 weeks before term, and a biopsy 
taken 10 days postpartum again showed invasive 
carcinoma of the cervix. A further ring biopsy 2 
months postpartum showed only chronic cervicitis and 
squamous metaplasia, and a hysterectomy with pres- 
ervation of the ovaries was performed at this time be- 
cause of the previous diagnosis of stage I carcinoma of 
the cervix. No carcinoma was found in the removed 
specimen. 

From a second case report—the only case of carci- 
noma in situ in the series—the conclusion was drawn 
that during pregnancy the diagnosis of carcinoma in 


situ cannot be considered a definitely established 
fact. —W. D. Bergman, M.D. 


The Talc Granuloma of the Endometrium (Da 
Talkumgranulom des Endometriums). HERmanx 
ScHuMACHER. Geburtsh. & Frauenh., 1956, 16: 1082. 


THE TALC GRANULOMA was first described by W. Anto- 
pol in 1933 and is caused by talcum powder deposits 
made during surgery. The talcum powder was used 
for gloves and also in a mixture with sulfonamides. 
Sometimes, this powder causes fistula formation in the 
abdominal wall with drainage for a considerable time. 
When the mixture from talcum and sulfonamide was 
introduced into the uterus, menorrhagia, metror- 
rhagia, or leucorrhea usually followed. After animal 
experimentation, it was proved that the talcum pow- } 
der, and not the sulfonamides, caused these complica- 
tions. The talcum powder was not eliminated through 
the lymphatic system, but stayed embedded in the 
tissues and gave the same reaction as is seen with other 
foreign bodies. After discontinuing the use of talcum 
powder as a vehicle and as a powder on surgical 
gloves, these complications disappeared. However, 
the previously treated patients were seen many years 
later with the complications described. 

The author reports on 40 cases of talc granuloma in 
the endometrium which were observed during the 
years from 1953 to 1955. In 37 cases the talc granuloma 
was diagnosed in curettage material and in 3 cases, 
following hysterectomy, an incidence of 0.14 per cent. 

Talc granuloma isa typical foreign body granuloma, 
consisting of multinucleated and uninucleated cells, 
enclosing bi-refringent talc crystals. It is generally 
found in the basal layers of the endometrium and in 
the myometrium under it. These foreign bodies are 
deposited after curettage, where the superficial layer 
of the endometrium has been removed. The mucosal 
layers are definitely thinner over these granulomas 
and may be nonfunctional. The presence of talc granv- 
loma causes interference with regeneration of the 
normal mucosa during the menstrual cycle. When 
there are many of these granulomas menstrual abnor- 
malities develop and a chronic discharge may result. 
The picture is similar to that of tuberculous infection 
of the uterus; however, there is always the typical 
crystal in the center, but no wall of lymphocytes, no 
central necrosis, and no Langhans’ cells. The period 
between application of the powder and the diagnosis 
of talc granuloma in the author’s cases ranged from 26 
months to 8 years, but in most of the cases was 3 or 4 
years. 

For obvious reasons, talc granuloma is very rare. It 
occurs only after curettage when there has been an 
application of a talcum sulfonamide mixture within 
the uterus. The patients had frequently suffered mis- 
carriages and an infection was feared. There was 4 
large wound with exposed myometrium in several spots 
and only a thin layer of basal endometrium. Most of 
the talcum powder, however, was probably eliminated 
by the uterine discharge following the surgical pro 
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cedure. If at the time of the original curettage only 
the superficial layer of the endometrium was removed, 
then the granuloma was removed spontaneously with 
the next menstruation. 

—Sylvain Van de Rijn, M.D. 


Primary Endometriosis of the Uterine Cervix in 
Pregnancy (Endometriosi primitiva della cervice 
uterina in gravidanza). ANronto Russo. Minerva gin., 
Tor., 1956, 8: 943. 


THE FIRST PATIENT was a gravida 4 in the fourth month 
of pregnancy. In the course of the routine colposcopic 
examination in the maternity clinic a small area of 
leucoplakia 2 by 2 mm. was uncovered on the anterior 
lip of the cervix to the right of the midline and near 
the external os. This was removed by curettement. 
Histologic examination of the tissue disclosed polyhe- 
dral cells with abundant cytoplasm and vesiculated 
nuclei, and clear cells with a decidual appearance. 
Among them were islands of glandular elements of the 
cervical gland type; the lumina were lined with 
chalicelike cells in the secretory phase, containing 
small, hyperchromatic nuclei. The surface of the speci- 
men was covered with stratified, pavement epithelium 
with keratosis involving the superficial layers. The 
histologic diagnosis was cervical endometriosis with 
decidual transformation of the stroma and abnormal 
epithelium. 

The second patient was a para-3 suffering from per- 
sistent bleeding from the genital organs. Subsequent 
examination disclosed a pregnancy of 2 months’ dur- 
ation. 

Colposcopic examination showed cervical redden- 
ing, a moderate ectopia, and a zone of iodine negative 
mucosa with an indefinite border. A small polyp was 
present on the posterior endocervical wall; it had been 
covered by a metaplastic epithelium except at the 
summit where this covering had disappeared and left 
a greenish-blue, richly vascularized, friable ulcerated 
surface. The polyp was removed by torsion and ex- 
amined histologically. 

It consisted of connective tissue showing a trans- 
formation into a decidual type of cell architecture 
with occasional glandular structures of the uterine 
corpus type. The glandular cells consisted of mono- 
stratified, low, cylindrical epithelium with only slight 
evidence of secreting activity. There was moderate 
small cell infiltration. Part of the mucosal epithelium 
was missing. The histological diagnosis was that of 
a uterine cervical polyp with the endometrial type 
of tissue and with decidual transformation of the 
stroma. 

The decidual transformation of the stroma in these 
two patients was of extreme interest. The author be- 
lieves it represents a causal connection with the preg- 
nancy itself, that the endometriosis represents an ex- 
pression of follicular hormone (estrogen) stimulus, and 
that the decidual transformation represents the effect 
of the pregnancy hormone (progesterone). 

_ As to the manner of implantation of the endometrial 
tissue in the uterine cervix, the author considers that 
there must have been some slight injury to the cervi- 
cal mucosa, and he concludes that the condition is 
not as rare as it is generally considered to be. 
—John W. Brennan, M.D. 
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Tuberculous Endometritis (Endometrite tubercolare). 
Costantino Duranpo and Giorcio Fanzaco. Minerva 
gin., Tor., 1956, 8: 825. 

THE AUTHORS STATE that the incidence of tuberculous 
endometritis is higher than it is usually thought to be 
and averages 5 to 6 per cent in cases of sterility. The 
onset is usually insidious in nature, and discovery 
usually follows biopsy studies of the endometrium 
made necessary by the history of sterility. 

In most cases the localized areas of the disease are 
seen in serial biopsy studies. In the experience of 
the authors caseated micronodules are observed 
frequently but others have denied this. The most 
striking feature of the disease is the frequency with 
which the tuberculous endometritis is associated with 
adnexal or peritoneal lesions that are found in both 
the evolutional and chronic stages. 

Endometrial biopsy studies gave positive results in 
70.5 per cent of the cases. Biological tests were positive 
in 78.5 per cent. Cultural examinations gave positive 
results in 50 per cent of the patients under investiga- 
tion. Cultures of the menstrual blood gave affirmative 
results in 42 per cent of the cases reported. 

Hormonal determinations of ovarian activity are 
carried out by means of vaginal studies. Serial histo- 
logical studies gave ample proof that the endometrium 
always acts as the receptor of the ovarian hormones, 
especially when the lesion is localized. 

The patients studied included 17 married women, 
varying in ages from 22 to 38 years. Of these only 3 
were mothers; the remainder were sterile. 

—Vincent Ippolito, M.D. 


Comparative Results of the Routine Papanicolaou 
and the Draghi Tampon Cytologic Studies in 
Atypical Hyperplasia of the Cervix and Uterine 
Cancer. Rocer B. Scott, ArtHuR M. Brown, and 
James W. Reacan. Am. 7. Obst., 1957, 73: 349. 


AN EVALUATION of the Draghi tampon method of 
cytologic study was carried out on 848 gynecologic 
patients. The majority of the patients had cervical 
canal aspirations and scrapings 2 to 4 weeks prior to 
admission. 

The Draghi detection tampon consists of a tightly 
compressed cylinder of cotton with a central core and 
wick; the distal portion of this cylinder is encased in 
a sheath of nylon with a fine mesh. In turn, the cotton 
cylinder is enclosed within a divided cardboard con- 
tainer which aids insertion by its plunger action. The 
tampon was inserted by a nurse the evening before 
operation, and it was removed immediately prior to 
the operation. 

In the group 760 patients iad negative cytological 
results by the Draghi tampon method and negative 
histologic studies. The majority of these had had 
previous routine cytological studies which were nega- 
tive. Seventy-six patients had atypical hyperplasia, 
carcinoma in situ, invasive cancer, or endometrial 
adenocarcinoma. 

The Draghi tampon method was not satisfactory 
in detecting the majority of atypical hyperplasia and 
carcinoma in situ lesions of the cervix, but it was about 
as satisfactory as the routine cytological examination 
when dealing with invasive cancer and possibly more 
so when the lesion was endometrial adenocarcinoma. 
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Alterations of the Draghi method, the length of 
retention, or the methods of transfer to the glass 
slides will increase the reliability of this method. 

—Harry Fields, M.D. 


Statistical Study of Uterine Carcinoma as Observed in 
the Clinic of Bari from 1943 to 1955 (Indagine 
statistica sui carcinomi dell’utero osservati nella 
Clinica di Bari dal 1943 al 1955). SatvaTorE PAPADIA 
and Grrotamo Narpone. Minerva gin., Tor., 
1956, 8: 869. 


At THE University Gynecotocic Cuinic of Bari, Ita- 
ly, during the period mentioned, 2,125 cases of uterine 
carcinoma were observed. This number comprised 
approximately 18 per cent of the 11,415 admissions. 
The high incidence of uterine cancer is partially ex- 
plained by the fact that there are not many hospitals in 
this region of Italy equipped to manage such cases. 
Practically all cancer cases in Bari and in the entire 
province of Apulia are admitted to this service. Other 
circumstances such as immigration and war disloca- 
tions affect the figures, and the authors compare them 
with the total number of women of similar age who 
were living in the province of Apulia according to the 
ninth census, taken April 11, 1951. 

Cancer of the uterus was found most often in the 
portio (89.46 per cent) and least often in the cervical 
canal. Carcinoma of the corpus uteri comprised 7.67 
per cent of the total number. The highest incidence of 
cancer of the portio occurred in the fourth decade; the 
highest incidence for the other two locations was not 
reached until the fifth decade. Before and after these 
periods the incidence diminished rapidly. Age at the 
onset of menstruation did not show any valid statistical 
influence on the incidence of uterine cancer as a whole, 
or on the relationship between the different localiza- 
tions. A retarded menstruation does not indicate a 
valid neoplastigenic response on the part of the uterus. 

With reference to the parity, the authors’ data af- 
firm its influence on the development of uterine cancer. 
In comparing the number of nulliparous women with 
the total number of patients with uterine cancer, it 
was found that the former included 6.31 per cent of 
the women with cancer of the portio, 14.75 per cent of 
those with cancer within the cervical canal, and 34.36 
per cent of those with cancer of the corpus uteri.Of 
the total number of cases cancers of the portio ac- 
counted for 89.46 per cent, cancers of the cervical 
canal for 2.84 per cent, and cancers of the corpus for 
7.67 per cent. On the basis of Fischer’s tables these 
figures are found to be of valid statistical significance; 
that is, the greater tendency of the nonparous woman 
to develop cancer of the body of the uterus is un- 
deniable. 

No statistically valid influence of premature births 
or abortion on the development of cancer of the uterus, 
considered as a whole or in its different localizations, 
can be adduced from this material. 

— John W. Brennan, M.D. 


Leiomyosarcoma of the Uterus. Hwer-Ya CHana, 
Joun R. Metin, Frank VELtios, Davin C. Gas- 
TINEAU, and Cart P, Huser. Obst. Gyn., 1957, 9: 212. 


FirTy-NINE cases originally diagnosed histologically as 
sarcoma of the uterus were reviewed. Eleven patients 


who had evidence of invasion or metastasis or pre. 
sented a malignant clinical course were regarded as 
having unequivocal leiomyosarcoma. Clinically, most 
of these patients had no distinctive symptoms or signs 
to arouse suspicion of the presence of this particular 
malignant growth. The histologic criteria of ana- 
plasia, diffuse distribution of tumor giant cells, fre. 
quent occurrence of mitoses, and pleomorphism are 
helpful for diagnosis, but infiltration, blood vessel in- 
vasion, or both are the only unequivocal evidences of 
malignancy. Total hysterectomy with bilateral sal- 


pingo-oophorectomy and removal of the parametrium } 


appears to be the best treatment for leiomyosarcoma 
of the uterus. —Charles Baron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Transitional Myogenic Tumors and Sarcoma of the | 


Broad Ligament. Kurt G. 
Obst., 1957, 73: 371. 


THE AUTHOR states that the most common mesenchy- 
mal tumor of the broad ligament is the leiomyoma as 
more than 400 cases of this condition have been re- 
ported. Sarcoma of the broad ligament seems to be 
rare, only 25 critically authenticated cases having 
been reported. 


FRACHTMAN. Am. 7. 


arise from any of the mesenchymal elements, such as 
muscle or connective tissue, reticuloendothelial or 
vascular systems, or nerve tissue, or as a result of 
sarcomatous degeneration of primary myomas. 

The author reports 2 cases of transitional myogenic 
tumors of the broad ligament, showing great cellular- 
ity, numerous cellular and nuclear irregularities, and 
polynuclear giant cells in areas of degeneration. These 
2 cases were apparently free from metastasis after 3 
and 5.5 years, respectively, following surgery. 

It was concluded that sarcomas of the broad liga- 
ment are unusual tumors and, in addition to mesen- 
chymal tumors of the broad ligament which are of a 
high degree of malignancy, there are some which are 
borderline in pathology and of which a definite diag- 
nosis of malignancy is difficult. 

The author believes such cellular tumors are readily 
mistaken for sarcoma but actually are not malignant. 
The erroneous classification of sarcoma may explain 
the conflicting reports in the literature regarding 
their cure. —Byford F. Heskett, M.D. 


Virilizing Tumor of the Ovary (Tumeur virilisante 
del 6vaire), JEAN-CLAUDE Savor, 
Jacques SeBaoun, and J. P. Mery. Sem. hép. Paris, 
1956, 32: 393. 


Tue case of a girl with virile symptoms and amenor- 
rhea, whosubsequently underwentsurgery for arrheno- 
blastoma of the right ovary, is presented. 

When first seen, the patient was 17 years old and 
complained of progressive hypertrichosis for 18 months 
and amenorrhea for 7 months. Her development was 
normal except for the easily visible virile symptoms. 
The diagnosis of adrenal tumor was suspected. : 

The tests with ACTH and cortisone were not posi- 
tive, but injections of luteinizing hormone and proges- 
terone revealed the tissues to be responsive to stimula- 
tion of the former. A hystosalpingogram was taken, 


carcin 
arisin; 


is the 
Histologically, sarcomas of the broad ligament may | o 


natior 


“clea 
scopic 


Ez 
surgery 
virile s 
Aco 
given, 
malign 
Meson 
1957 
THE A 
of the 
the cl 
The p 
well, 
surger 
Ast 
review 
close : 
t phron 
andcz 
Radi 
the 
Ce 
Pris. 
30: 
the 
| In ni 
as to 
rema 
class: 
meth 
ary e 
| 3 tur 
of th 
carc’ 
papi 
Sinc 
logic 
of 
into 
their 
tum 
all o 
ses | 
(gro 
tone 
rem 
ther 
com 


which showed enlargement of the right ovary. After 
surgery, the menses started spontaneously and the 
virile symptoms regressed. 

A complete histological analysis of the tumor was 
given, but agreement as to whether the tumor was 
malignant or benign was never reached. 

— Jules E. LeClerc, M.D. 


Mesonephric Carcinoma of the Ovary; Report of a 
Case. Bow es and I. L. Obst. Gyn., 
1957, 9: 64. 


> Tue auTHors describe a large, semisolid tumor of the 
left ovary which had the miscroscopic characteristics 
of the Schiller mesonephroma in some areas and of 
the clear-cell (hypernephroid) carcinoma in others. 

The patient, a 52 year old part-Hawaiian woman, is 
well, with no evidence of recurrence 4 years after 

' surgery and postoperative irradiation. 

Astudy of the pertinent literature and a pathologic 
review of 8 renal carcinomas strongly suggests the 
close similarity if not identity of so-called mesone- 
phroma of the ovary, clear-cell carcinoma of the ovary, 
and carcinoma of the kidney. The term “‘mesonephric 
carcinoma,” which has been applied to neoplasms 
arising from mesonephric remnants outside the ovary, 
is therefore suggested as the most appropriate desig- 
| nation for the ovarian neoplasms as well, without re- 
| gard to whether a “mesonephroma” pattern or a 
“clear-cell carcinoma” pattern predominates micro- 
scopically. — John R. Wolff, M.D. 


Radiation and Surgical Treatment of Carcinoma of 
the Ovary (La terapia radio-chirurgica dei carcinomi 
dell’ovaio; osservazioni su 63 casi curati presso il 
Centro Tumori Novarese dal 1936 al 1950). G. 
oo R. Sorrentino. Boll. oncol., Rome, 1956, 


EIGHTY-FOUR OVARIAN CARCINOMAS were observed at 
the Tumor Center of Novara from 1936 to 1950. 
In nine cases the involvement was so badly extensive 
as to make uncertain the value of biopsy, but the 
remaining 75 were histologically substantiated and 
classified according to the Pfannensteil and Ratti 
method into 63 primary epithelial tumors, 7 second- 
ary epithelial tumors, 2 tumors of stromal origin, and 
3 tumors of embryonal origin. 

Only these 63 cases are considered in the evaluation 
of the results. They included cases of serous adeno- 
carcinomas, mucinous adenocarcinoma of cystic and 
papilliferous types, and papillary cystocarcinoma. 
Since the results did not seem to depend on the histo- 
logic type of the neoplasm, but rather on the degree 
of extension of the process, the cases were classified 
into primary tumors which could be removed with 
their metastases by radical operation (group 1), 
tumors which could be removed entirely but not with 
all of their metastases (group 2), tumors with metasta- 
ses both of which could not be removed radically 
(group 3), and cases with diffuse pelvic and peri- 
toneal carcinosis (group 4). 

The tumors in the first group (23) were radically 
removed and the patients given postoperative roentgen 
therapy; those in the second group (29) were in- 
completely removed and then irradiated; those in the 
third group (4) originally inoperable, were given pre- 
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operative irradiation, and then operated upon, and 
those in the fourth group (7) who exhibited advanced 
processes were treated simply by exploratory laparot- 
omy and biopsy followed by radiation therapy. 

In the first group of 23 patients, the 5 year survival 
was 43.4 per cent and the 10 year survival 36.3 per 
cent. In the second group of 29 patients, the 3 year 
survival was 24.10 per cent, the 5 year survival 10.34 
per cent; there was only 1 ten year survival. These 
figures would seem to confirm the general impression 
that combined radiation and surgical therapy is of 
value in improving the ultimate results. 

In the third group, 4 patients, there was only 1 
instance of survival for 7 years, but even in this group 
the helpful effects of the combined therapy was evi- 
dent. The 3 remaining patients died within 2 to 3 
years following treatment, but even in these the neo- 
plastic lesions were partially controlled, life was pro- 
longed, and suffering was relieved for definite periods 
of time. 

In the fourth group, 7 patients, the survival periods 
were brief, but following irradiation therapy there was 
constantly a spectacular reduction of neoplastic tissue, 
even though of temporary character, and a striking 
amelioration of pain and reduction of ascites. 

— John W. Brennan, M.D. 


EXTERNAL GENITALIA 


Myxoma of the Labia. foun C. WEED. Ochsner Clin. 

Rep., 1957, 3: 17. 

Most BENIGN TuMoRS of the labia are fibromas or 
lipomas. There are probably less than 8 cases de- 
scribed in the world literature in which myxoma oc- 
curred in this location. It is doubtful whether myxo- 
mas can originate from the mesenchyma or constitute 
a secondary degeneration of fibrous tumors. The au- 
thor reports the following case: 

A 39 year old nullipara had noted a protrusion in 
the perineal area for 6 months prior to her admission 
to the hospital. Pelvic examination was essentially 
negative except for a soft mass in the left labium majus 
which extended toward the tuberosity and vagina 
and somewhat displaced the rectum. The tumor was 
completely excised in two portions measuring 9.5 by 
5 by 3.5 and 7.5 by 5.7 by 2 cm., respectively. This 
jellylike, poorly encapsulated tissue with some ap- 
pendages consisted microscopically of spindle-shaped 
cells with long processes blending into loose abundant 
myxomatous stroma. No mitoses were seen. 

There was no complication or recurrence observed 
in a follow-up examination 18 months later. 

—W.D.Bergman, M.D. 


Pri — Cancer; Irradiation Management 
n 


and esults. WALTER T. Murpuy. Radiology, 
1957, 68: 157. 


PRIMARY CARCINOMA of the vagina can be cured by 
irradiation in a relatively high percentage of cases. 
The author reports the 5 year end results in 135 cases 
observed during the years 1919 to 1949. There were 
131 squamous cell carcinomas, 1 adenocarcinoma, 
and 3 myosarcomas. The average age of the patients 
at the time of admission was 57.4 years. Although 
any segment of the vagina may be involved, the most 
common site was the upper posterior wall. 
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With even the most skillful irradiation, however, it 
is usually impossible to prevent acute reactions in the 
bladder and/or the rectum, but by the judicious selec- 
tion of radiation quality and volume dose it may be 
possible to decrease the number of more serious late 
complications. Among the 164 cases followed up at 
this Institute up to 1954, there were 6 late rectal 
complications (ulcer), 1 late bladder reaction (ulcer), 
4 rectovaginal fistulas, and 2 vesicovaginal fistulas. 
Radiation was responsible for all except the 2 vesi- 
covaginal, and 2 of the rectovaginal fistulas, which 
were attributable directly to the cancer itself. 

Often radium applied to the lesion by means of 
cavitary or surface applicators will suffice if it is used 
with the proper physical factors necessary to deliver a 
cancerocidal dose throughout the cancer site. It is 
much easier to treat small vaginal lesions by local 
radium techniques than larger ones. Proper packing of 
the vagina should always be done in an effort to keep 
the normal structures a maximum distance from the 
radium source. 

X-ray treatment is usually given through converg- 
ing pelvic ports, with as hard a quality, as many ports 
of sufficient size, angulation, and focal skin distance 
necessary to deliver a maximum depth dose to the 
tumor site, while keeping the normal tissue dose to a 
minimum. Occasionally, the transvaginal route may 
be used to cover a small lesion in the posterior vaginal 
wall. One may also utilize a vulvoperineal approach 
but, because of poor tolerance of the vulva, this tech- 
nique is avoided if possible. 

A complete description of the technique of applica- 


tion of all types of radium and x-ray therapy is 
discussed. —Ely Elliott Lazarus, M.D. 
MISCELLANEOUS 


The Effect of Hormone Administration upon Vaginal 
Permeability (Sui rapporti fra alcune situazioni 
ormonali e la permeabilita vaginale). Vier1 ALAMANNI. 
Riv. ostet. gin., 1956, 11: 583. 


SEVENTY-TWO WOMEN were studied in the Department 
of Gynecology of the University of Florence, Italy, 
from February to July 1956. The patients were divided 
into 4 groups of 18 each. Each of them was given one 
of the hormones affecting the female sex organs, and 
while under treatment the absorptive capacity of the 
vagina was tested. 

The test substance used was neomycine sulfate, 
which was introduced into the vagina in constant 
dosage (0.5 gm.) always just 12 hours after the last 
administration of the hormone. Estimation of the 
neomycin sulfate absorbed from the vagina was made 
by frequent examinations of the blood and urine from 
1 to 20 hours following administration of the test 
material in 10 individuals of each group, and on 
biopsy specimens from the uterus, salpinx, and ovary 
of 8 individuals of each group. The biologic titrations 
were conducted against the Staphylococcus aureus, 
strain 131. 

The results of these studies are briefly summarized. 
In the patients treated with the estrogen dipropionate 
of estradiol, in dosages of 5 mgm. per day for 4 days, 
absorption of the neomycin increased rapidly to quan- 
tities averaging 1.934 times greater than those in the 


controls, and continued from 3 to 6 hours after ad. 
ministration of the test substance. 

In patients treated with progesterone, in d 
of 25 mgm. per day for 4 days, absorption of the 
antibiotic did not show much change. The absorption 
was delayed and continued over 9 or 10 hours. 

In the patients treated with propionate of testo- 
sterone in dosages of 50 mgm. per day for 4 days, 
absorption of the neomycin sulfate was rather rapid 
from the third to the sixth hour, but slower from the 
eighth to the tenth hour. The highest amounts were 
1.517 times that of the controls. The results were not 
much below those obtained with the estrogens. 

In patients treated with prednisone in dosages of 
20 mgm. per day for 3 days, the increase in antibiotic 
excretion was 1.489 times that for the controls. The 
period of absorption ended rather quickly, from the 
tenth to the twelfth hour. 

It may be concluded that the absorptive capacity 
of the vagina is closely related to the presence of the 
four hormones investigated. The author hypothesizes 
that vaginal absorptivity is related to the three factors 
of vaginal receptivity, vascular permeability, and 
renal capacity. — John W. Brennan, M.D. 


Methylestrenolone, “Norméthandrolone” a New Pro- 
esteronelike Substance for Oral Administration 
La méthyloestrénolone, “norméthandrolone”’ nov- 

velle substance progestogene, active par la voie per- 
linguale). J. Ferin. Geburtsh. & Frauenh., 1957, 17: 10. 


METHYLESTRONOLONE seems to have quite unexpected 
and extraordinary effects. It has, contrary to what is 
expected, a very effective progesteronelike influence 
upon the castrated female and is about 50 times more 
potent orally than anhydro-oxy-progesterone and 10 
times more active than injectable progesterone. 

A cyclic administration of ethinyl-estradiol and this 
progesteronelike substance was capable of developing 
an extensive glycogenesis in the endometrium of 3 
castrated women. The glycogenesis was demonstrated 
histochemically in some cases, and on the basis of 
vacuolization of the glandular cells in others. While 
the results at the present time are very interesting, 
there are still many questions to be solved: What is 
the most efficient way of administration? How does it 
act in comparison with other progestogenic sub- 
stances already known and does its progestogenic 
effect also include such activities as the excretion of 
nutritive elements by the glandular system, the devel- 
opment of the arteriolar system, and others? Is it 
really a progestogenic substance or is it only a pro- 
progestogenic steroid? 

The investigations of the author were made to 
determine whether it was possible, on the twenty- 
sixth day, to obtain an endometrium with the classical 
progestogenic effects in the castrated female. Using a 
slightly different posology he was able to obtain a 
menstrual cycle in 2 castrated females. A dose, not less 
than 5 mgm. daily, should be given to control the 
metropathia hemorrhagica syndrome. Prophylactic- 
ally, 1 mgm. of methylestronolone daily will give a 
glycogenesis after 4 to 6 days. In the amenorrheic pa- 
tient results have been obtained but the generalization 
of the dosage was more difficult. On the basis of tem- 
perature readings it could also be proved that the 
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drug can produce the typical temperature rise of the 
second phase. 
A perfect tolerance of the product and no disagree- 
able effects of the drug were noted. 
—Robert O. Verhucke, M.D. 


Gynecologic ects of Le . Barnet E. 
and Obst. =. 1957, 9: 33. 
A CASE OF LEPROUS cervicitis, metritis, salpingitis, 
and oophoritis is presented. In order to diagnose this 
type of infection accurately, tuberculosis and actino- 
mycosis must be excluded by cultures of the suspected 
tissues. 

The most pronounced changes of gynecologic lep- 
rosy seem to occur in the ovary, followed by the cer- 
vix, myometrium, endometrium and tube, in that 
order. If leprosy reactivations are frequent and severe 
enough, chronic ovarian leprosy may occur, but with 
modern therapy this entity is appearing later in the 
reproductive life of the patient with leprosy. For this 
reason, fecundity is influenced little in the female, 
but an earlier menopause might occur. 

Gynecologic surgery has little or no detrimental 
effects upon this chronic disease. With the advent of 
modern surgical principles, antileprosy drugs, and 
antibiotics, excellent surgical results are to be expected. 

—Alan Rubin, M.D. 


A Method of Artificial Closure of an Inoperable 
Vesicovaginal Fistula (Ueber einen Kuenstlichen 
Verschluss inoperabler Blasenscheidenfisteln). H. 
Euricu. Geburtsh. & Frauenh., 1956, 88: 1137. 


RADIUM OR X-RAY TREATMENT of extensive cervical 
or vaginal cancer sometimes results in a rectovaginal 
or a vesicovaginal fistula. Frequently, the patients 
suffer to such an extent that they are disabled for 
their social duties. The result of surgical treatment 
of these fistulas is very poor because the tissues are 
fibrotic and do not heal well. Repeated surgery is 
frequently attempted, but the results are worse each 
time. 


The author treats the rectovaginal fistula with 
“palavit”, a plastic material, and obtains favorable 
results. The vesicovaginal fistula, however, cannot be 
treated successfully this way because use of the vesical 
route is difficult or impossible; therefore, he chooses 
the vaginal route and uses a modified Foley catheter 
as an artificial closure. 

This modified Foley catheter is a Foley catheter 
with a double bag, the two bags being close together. 
The filling of these bags closes the fistula if one bag is 
in the bladder and the other one is in the vagina. This 
type of catheter is available with different sized bags. 


-The patients are checked every 3 or 4 weeks, and. at 


that time the catheters are changed. 

The patients are ambulatory and can open the 
catheter themselves when necessary to empty the 
bladder. —Sylvain Van de Rijn, M.D. 


Histochemical Techniques Applied to the Study of 
Benign and Mali t Squamous Epithelium of 
the Cervix Uteri. Seaman . Gross and SaRA Dan- 
ZIGER. Am. J. Obst., 1957, 73: 94. 


BECAUSE THE DIAGNOSIS of very early or questionable 
malignant lesions of the cervix by present histologic 
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Fic. 1 (Ehrlich). 


techniques is limited, it is hoped that histochemical 
analysis of these lesions might aid in their interpreta- 
tion. Histochemical identification of cellular con- 
stituents offers a means of differentiating between 
normal and abnormal tissues. 

In the authors’ series, fresh preparations of 27 
cervices obtained by hysterectomy were studied for 
histochemical activity. The material included 22 
specimens of benign tissue, 4 of untreated carcinoma, 
and 1 of irradiated carcinoma containing no viable 
tumor cells. 

In the small series of cancer-bearing tissue, the 
following variations from normal were deemed sig- 
nificant: (1) a diminution or absence of glycogen; 
(2) a variable but usual increase in ribonucleic acid, 
acid phosphatase, and nonspecific esterase; and (3) 
a marked increase in glucuronidase. Substances which 
exhibited no significant change were lipids, sulfhydryl- 
disulfide, alkaline phosphatase, desoxyribonucleic 
acid, and, possibly, phosphamidase. However, meth- 
ods for assaying phosphamidase were not entirely 
satisfactory. 

It cannot be said that these changes are distinctive 
of malignancy because similar variations were found 
often in benign tissues which exhibit alterations in 
growth activity and maturation. Seemingly, histo- 
chemical activity is, by and large, specific for the 
tissue and the degree of differentiation, but not for 
neoplasia as such. Constituents normally found in 
mature cells will be diminished in unmature cells 
whether benign or malignant. Conversely, constituents 
which are a function of growth will be increased in 
rapidly growing cells. 
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The one possible exception to the above observation 
could be glucuronidase. This enzyme showed an in- 
creased histochemical activity which may prove to 
be specific for malignant growth when a larger series 
of cases have been evaluated. 

The authors hoped that continued investigation 
of histochemical activity may someday provide an 
answer for the alteration of growth unique to cancer. 

—Lester T. Hibbard, M.D. 


Quantitative Chorionic Gonadotropin; its Prognostic 
Value in Hydatidiform Mole and Chorioepitheli- 
oma, E. Dexrs. Obst. Gyn., 1957, 9: 1. 


A LONG TERM INVESTIGATION has been made of pa- 
tients with hydatidiform mole by accurate quantita- 
tive chorionic gonadotropin assay of the blood serum. 

A positive diagnosis of mole has been made correctly 
in 18 patients, with negative diagnosis ruling out the 
condition in 88 patients. There were no erroneous 
diagnoses. 

A follow-up bio-assay study for periods of 1 to 8 
years has been made on 90 patients with mole. Of 
81 patients who had evacuation of the mole, 73 (90 
per cent) retained their uteri and remained well. 
The test for chorionic gonadotropin was negative 
60 days after delivery of the mole in 76.5 per cent, 
with an additional 13.5 per cent becoming negative 
later. The other 8 (10 per cent) had hysterectomy 
during the follow-up period with a final diagnosis of 
invasive mole in 5 (1 was a metastasizing mole) and 
chorioepithelioma in 3. 

There were 2 deaths (2.5 per cent), 1 from metas- 
tasizing mole and 1 from chorioepithelioma. Of 9 
patients who had initial hysterectomy as treatment for 
the mole, 1 had the development of a fatal chorio- 
epithelioma. In the combined group of 90 patients 
with moles, 5 (5.5 per cent) had the development of a 
malignant tumor Gucladinn the metastasizing mole), 
with a mortality of 3 (3.3 per cent). 

Chorionic gonadotropin assay has been found to 
be the most valuable single criterion in determining 
the patient’s condition and in indicating the treatment 
following evacuation of a mole. It is also the best 
indicator of prognosis after treatment of chorioepi- 
thelioma. It gives a dynamic representation of the 
status of trophoblastic growth and, when combined 
with clinical and pathologic data, makes possible a 
safer, more accurate, and more conservative handling 
of hydatidiform moles. —Alan Rubin, M.D. 


Urinary Complications Following Radical Treatment 
of Uterine Cancer (Les complications urinaires de 
therapeutiques actuelles du cancer uterin). J. C1BERT, 
and A. Soxer. J. urol. méd., Par., 1956, 


FOURTEEN INSTANCES Of urinary complications which 
followed radical surgical attack on uterine cancer 
since 1951 are reported from the Edouard Herriot 
hospital in Lyons, France. Meigs (Am. J. Obst., 
1955, 69: 1; Internat. Abstr. Surg., 1955, 101: 262) re- 
ports 10.9 per cent of urinary complications following 
473 such operations. The authors do not give percent- 
ages, but assure us that these sequelae are on the in- 
crease. Their cases included 3 instances of ureteral 
obstruction, 2 of vesicovaginal fistula, 4 of uretero- 


vaginal fistula, 3 of multiple urinary fistulas, 2 of a 
new syndrome—urinary disturbance resulting from 
interference with the nerve supply of the bladder and 
ureters. Eleven of the complications followed radium 
therapy. 

The multiple fistulas included vesicovaginal, ure. 
terovaginal, rectovaginal, and rectovesical fistula. The 
rectal communications were treated by establishing a 
temporary artificial iliac anus; the others were treated 
by conventional methods including the Boari method 
of vesicoureteral anastomosis. Implantation of the 
ureters into the sigmoid was not done in any case be- 
cause of postradiation and postoperative fibrosis of 
peritoneum, retroperitoneal tissues, and ureters. In 
instances in which the Boari technique could not be 
used, the authors had encouraging results from the 
construction of an isolated ileal loop into which the 
ureteral stumps were implanted, and which was an- 
astomosed to the bladder. The artificial extension of 
the bladder permitted some physiologic retention of 
urine in otherwise incontinent patients. 

In their attempts to ameliorate complications the 
authors had only one death. The condition of a 59 
year old woman with large rigid vesicorectal and rec- 
tovaginal fistulas and stenosis of the left pelvic ureter 
improved greatly after an iliac anus was established 
and she demanded further relief. An attempt was 
made to close the rectovesical fistula and construct an 
isolated ileal loop as described. The liberation of the 
ureters proved particularly difficult and resulted in 
injury to the left hypogastric artery. The vessel was 
ligated, and the patient died 36 hours after the op- 
eration following collapse and loss of circulation to the 
left lower extremity. —John W. Brennan, M.D. 


Intestinal Obstruction Following Pelvic Surgery for 
Benign Disease. Perry S. Boynton and Roy W. 
Bonsnes, Am. 7. Obst., 1957, 73: 149. 


INTESTINAL OBSTRUCTIONS usually fall within the pro- 
vince of the general surgeon but they do occur fol- 
lowing pelvic surgery. The reported incidence of early 
mechanical obstruction has been from 0.2 to 1 per 
cent and adynamic or paralytic ileus from 0.7 to 8.2 
per cent. Although this illustrates a low incidence, 
nevertheless, it is a serious postoperative complication 
because of the associated high mortality. 

The authors reviewed 3,217 cases in which opera- 
tion was done for benign disease. Within 2 weeks of 
the time of surgery mechanical obstruction had de- 
veloped in 0.4 per cent of the patients and 0.6 per 
cent had a paralytic ileus. Eight of the 12 patients 
with mechanical obstruction had reoperation and 2 
of the 12 died. All of the patients with paralytic ileus 
had successful treatment by intubation. 

There are tables to illustrate the number of opera- 
tions and the preoperative and postoperative diag- 
nosis in relation to mechanical obstruction and para- 
lytic ileus. 

The clinical signs and symptoms became manifest 
about the fourth day, although mechanical obstruc- 
tion can develop almost anytime postoperatively. The 
paralytic ileus never develops after the fifth postopera- 
tive day. 

Vomiting was a more characteristic sign of mechan- 
ical obstruction, while distention was more prominent 
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in paralytic ileus. Pain was relatively insignificant in 
adynamic ileus but became an important symptom 
in mechanical obstruction. Bowel sounds of all degrees 
were recorded with mechanical obstruction but they 
were absent in paralytic ileus. 

The primary fault in 5 cases of mechanical ob- 
struction requiring reoperation was adhesion of the 
small bowel to the operative site and partial volvulus 
in 3 cases. One patient who had reoperation died 
on the sixth postoperative day of the primary surgery 
from questionable shock or peritonitis and probable 
fluid imbalance. 

The mortality rate for the cases of mechanical 
obstruction was 16.7 per cent and there were no 
deaths among those who had paralytic ileus. 

Many of the patients became dehydrated despite 
limited oral and generous amounts of intravenous 
fluids as indicated by studies on the urinary output 
and the evaluation of the urine obtained. 

The treatment of adynamic ileus was essentially 
that as standardized, consisting of tubes, enemas, 
and stimulants. Studies on the serum potassium levels 
indicated that about half of the patients had levels 
that were below the normal standards. Approximately 
the same relationship existed to the protein deficiency. 

The authors point out the importance of maintain- 
ing good physical condition by active parenteral 
regimen throughout the incipient stages of postopera- 
tive ileus and obstruction. Good hydration is essential 
and careful consideration of the fluid, potassium, and 
protein balance is important. 

In the discussion Acken stresses the importance of 
careful peritonealization and control of infection to 
prevent obstruction. —Robert 7. McNeil, M.D. 
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Experiences with the Ileal Bladder in Radical Pelvic 
urgery. Georce F, McInnes and Haroxp S. En- 

GLER. Cancer, Philadelphia, 1956, 9: 1219. 

ILEAL BLADDERs have been constructed in 19 patients 
who had radical pelvic surgery during the past 2 
years, with satisfactory results as evaluated by: (1) 
preoperative and postoperative electrolyte studies; (2) 
preoperative and postoperative excretory urograms; 
(3) a minimum of serious postoperative complications; 
(4) the ease of management of the external urinary 
receptacle; and (5) no evidence of a severe im- 
mediate postoperative or delayed infection of the 
urinary tract. 

The technique used has been that of Bricker. A 
segment of ileum, about 20 centimeters in length, is 
isolated from the intestinal tract approximately 15 to 
20 centimeters from the ileocecal valve, and the 
continuity of the fecal stream is re-established by 
end-to-end anastomosis of the ileum. This leaves the 
isolated segment, which is still attached to its mes- 
entery and maintains its peristalsis, free as a tubular 
segment through which no intestinal contents pass. 
The proximal end of the segment is closed. The 
ureters are implanted, end to side, into this isolated 
segment, using interrupted chromic catgut sutures 
that pass through the entire wall of the ureter. The 
distal end of the isolated segment is brought through 
the anterior abdominal wall in the right lower quad- 
rant at a point where an external urinary receptacle 
can be glued in place. The external stoma is created 
by suturing the bowel flush with the skin, using in- 
terrupted sutures of black silk that pass through the 
skin and through the entire thickness of the ileum. 

—Ely Elliott Lazarus, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


The Surgical Treatment of Pulmonary Tuberculosis 
During Pregnancy (Die chirurgische Behandlung der 
kavernoesen Lungentuberkulose waehrend der Gravi- 
ditaet). HemricH JENTGENS. Geburtsh. Frauenh., 
1956, 16: 1067. 


THE AUTHOR states that the treatment of tuberculosis 
is the same for pregnant and nonpregnant patients. In 
all of his cases which were followed up, a satisfactory 
healing process was obtained, and the resultant de- 
livery and puerperium were without anv complica- 
tions. The infants from the tuberculous mothers were 
in good health. 

hree cases, in which a pneumonectomy was per- 
formed, were discussed at length. The patients’ ages 
ranged from 24 to 33 years, and all of the patients 
were delivered without difficulty in spite of decreases 
in respiratory capacity up to 35 per cent. There were 
6 pulmonary resections, for which the indications and 
surgical techniques were the same as those in nonpreg- 
nant patients. 

In the forementioned procedures a nitrous oxide and 
oxygen mixture was used for general anesthesia. 
Curare was used for better relaxation. The proper 
percentage of oxygen is required to prevent any harm 
to the fetus and the mother. 

In closing, the author states that the mobilization of 
the defense mechanism with the mechanical factors 
inherent to the pregnancy and the healing of the 
tuberculous process are considerably improved after 
surgical treatment. — Sylvain Van de Rijn, M.D. 


Another Classification of Renal Manifestations Dur- 
ing Pregnancy (Essai de classification des manifesta- 
tions rénales au cours de la ). F. Lepace. 
J. urol, méd., Par., 1956, 62: 521. 


THE AUTHOR points out, first, the great difficulty en- 
countered in trying to classify under syndromes the 
symptoms of albuminuria, edema, and hypertension 
observed during pregnancy; and second, the many 
terms and classifications used in the medical literature 
throughout the world on this subject. 

He would like to see one term universally adopted 
and suggests one classification. Many terms are found 
in the literature, such as toxemia of pregnancy, gesto- 
sis (Germany), and third trimester syndrome of preg- 
nancy. However, he prefers Pigeaud’s and Dumont’s 
terms, ‘“‘Dysgravidy” (dysgravidie) and nephrosis of 
pregnancy: the first being our benign pre-eclampsia; 
the other, our severe pre-eclampsia plus hypertension. 

Dysgravidy represents a disturbance in the physio- 
logic pattern of pregnancy, and nephrosis of preg- 
nancy, a pathologic condition associated with or 
aggravated by pregnancy. 

In regard to a classification of clinical manifesta- 
tions of the disease, many have been proposed and are 
almost identical in their purpose, even if the names 
and definitions are somewhere different. They merely 
add to the confusion. 


This author offers the following classifications in an 
attempt to end the existing confusion: 

1. Pre-eclamptic syndrome to define a functional 
syndrome including our acute toxemia, Page’s spe- 
cific toxemia of pregnancy, and Pigeaud’s classifica- 
tion. 

2. Associated syndromes to include conditions due 
to renal or vascular lesions associated with pregnancy. 

3. Intermediary syndromes to include such condi- 
tions as our unclassified toxemias. 

—Jules E. Leclerc, M.D. 


LABOR AND ITS COMPLICATIONS 


Mid and High Forceps Deliveries with Kielland’s 
Forceps. HERBERT FREDRIKSON. Acta obst. gyn. scand., 
1956, 35: 464. 


THE AUTHOR presents his results in 306 cases of mid 
forceps and high forceps deliveries performed with the 
use of the Kielland forceps. There were no maternal 
deaths. 

During this period the Kielland forceps were the 
only type used when the fetal head had not com- 
pleted rotating and descending to the pelvic floor. 
The application of forceps may be made either di- 
rectly on the head or, after wandering, according to 
the dictates of Kielland. 

Seventeen of the babies died. Two deaths were due 
to congenital deformity, leaving a true mortality of 
4.9 per cent. All except 3 of the surviving children 
were discharged from the hospital with no sign of 
abnormality. 

Primary uterine inertia was the main indication 
(30 per cent), secondary uterine inertia was the indi- 
cation in 83 cases, and threatened intrauterine asphyxia 
was the main indication in 75 cases. 

The head lay in the occipit-anterior position in 144 
cases, the transverse position in 101 cases, and in the 
occipit-posterior position in 59 cases. 

The author believes that the Kielland forceps is 
superior to all other instruments presented for this 
type of delivery. He also shows by his results that the 
art of forceps delivery is still a successful answer to 
an obstetrical problem. —Jjohn R. Wolff, M.D. 


Labor Following Previous Cesarean Section. M. R. 
NARVEKAR. 7. obst. gin. India, 1956, 7: 115. 


THE AUTHOR presents an analysis of the management 
of 55 women adinitted with a history of previous 
cesarean section during the year 1955. 

Of the 55 patients 8 gave a history of more than 
one previous seciion. 

Many patients will require repeat sections, but there 
must be some valid indication for them and the danger 
of scar rupture is not a sufficient reason by itself. The 
choice between vaginal and abdominal delivery should 
be made without undue prejudice because of the scar. 
The scar will certainly put limitations on the safe 
section of the uterus, but these limitations should not 
be considered absolute. The presence of the scar neces- 
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sitates careful observation of the patient with every- 
thing ready for immediate laparotomy and blood 
transfusion if the need should arise, but it need not 
frighten the obstetrician to the extent of performing 
routine repeat sections. 

In the cases in which the indication for section re- 
curs, and especially when it is disproportion, the re- 
peat section, if decided upon, should be based on a 
complete revaluation of the patient and not on the 
basis of the previous history alone. The patient should 
be treated like a primipara with doubtful dispropor- 
tion. This is true particularly when the details of the 
previous trial of labor especially as regards the dura- 
tion of labor after rupture of the membranes and the 
dilatation of the cervix at the time of section are not 
available. It is agreed that occasionally we may have 
to resort to repeat section after failure of a trial of 
labor, probably having exposed the patient unneces- 
sarily to the hazards of scar rupture because of faulty 
judgment on our part. But this is considered a lesser 
evil than subjecting all such patients to repeat section, 
as at least 50 per cent may be expected to deliver 
vaginally if given the chance. The danger of unwitting 
delivery of a premature baby is much greater with 
elective section, and the usual figure of 25 per cent for 
ruptures prior to the onset of labor does not apply to 
lower segment scars which form the vast majority of 
these cases. 

It has been the policy not to consider the trial of 
labor as a failure until the membranes have ruptured 
and no progress has occurred with regard to the de- 
scent of the head and dilatation of the cervix during a 
reasonable period of observation following rupture of 
the membranes. It is impossible to state, as a hard and 
fast rule how long this period will be, and every case 
is treated on its own merits. 

Once the greater diameter of the head has come 
down to the level of the spines and is well rotated, and 
there is no outlet contraction, there need be no hesita- 
tion to apply forceps, especially if the woman has been 
long in labor. But this is not always necessary and the 
majority of patients do not require it. 

After the delivery of the baby and the placenta it is 
desirable to explore the lower segment manually. Ad- 
mittedly, it is not always to diagnose a rupture of the 
scar because the lower segment is so lax and falls in 
multiple folds that a rupture can be missed, even when 
looked for deliberately. It is therefore essential not to 
relax vigilance for at least 2 hours after delivery, dur- 
ing which time a close watch should be kept for a 
rising pulse and the development of a suprapubic 
swelling. Cases have been reported in which the pa- 
tients have collapsed suddenly after spontaneous ex- 
pulsion of the baby as well as after forceps extraction. 
Either the scar may have ruptured during the last 
expulsive effort or a small tear may have extended 
laterally to involve the large vessels and the broad 
ligament. Another possibility is that the presence of the 
fetus exerted pressure on the blood vessels in a silent 
rupture of the scar and bleeding followed the release 
of pressure. 

It should be remembered that a history of normal 
vaginal delivery after a previous section should not 
lull the obstetrician into a false sense of security during 
a subsequent vaginal delivery because a scar may 
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stand the strain of one or two labors and give away on 
a third occasion. —Charles Baron, M.D. 


The Value of Prophylactic External Version in Cases 
of Breech Presentation. ALexis Brosset. Acta cbst. 
gyn. scand., 1956, 35: 555. 


SINCE BREECH DELIVERY increases the risk to the fetus, 
prophylactic external version has been advocated 
when this condition is recognized before the onset of 
labor. In order to evaluate the merits of prophylactic 
version, the author has studied a group of patients 
in whom a diagnosis of breech presentation was con- 
firmed by roentgenography after the twenty-seventh 
week of pregnancy. 

The patients were divided into two equal groups, 
in one of which external version was attempted and in 
the other it was not attempted. In the control group, 
spontaneous version occurred in 78 per cent of the 
patients (57 of 73). In the treated group, external 
version was accomplished in 32 per cent (24 of 74). 
When external version failed, subsequent spontane- 
ous version occurred in 47 per cent of the total treated 
group (35 of 74). 

It was noted that prophylactic external version and 
spontaneous version were accomplished at an identi- 
cal time in pregnancy, usually before the thirty- 
seventh week. 

Since the net result was the same for both groups 
(78 vs. 79 per cent vertex deliveries), the author sug- 
gests that prophylactic version is of little value. How- 
ever, it is admitted that the percentage of successful 
external versions in this series (32 per cent) was com- 
paratively small. It is conceivable that a better re- 
sult might have reduced the total number of breech 
deliveries. —Lester T. Hibbard, M.D. 


Rupture of the Uterus in Labor; a Consideration of 
Caasnentive Treatment, U. P. Gupta. 7. obst. gin 
India, 1956, 7: 83. 


RupTuRE OF THE UTERUS in pregnancy and labor is an 
extremely grave obstetrical complication. Its occur- 
rence in institutions varies considerably and depends 
on the standard and quality of the obstetric services 
available in the locality. Its occurrence is greater in 
institutions which accept mismanaged and neglected 
cases. 
Rupture of the uterus may be (1) spontaneous, or 
(2) traumatic. Spontaneous rupture is commonly due 
to rupture of a cesarean scar. Rupture may also occur 
through a myomectomy scar or through a scar follow- 
ing perforation of the uterus for manual removal of 
the placenta or for curettage. The other causes of 
spontaneous rupture are dystocia due to contracted 
pelvis or disproportion, malpresentation, or malposi- 
tion, particularly a neglected shoulder presentation. 
The author found that most of the spontaneous rup- 
tures occurred in subjects having an extreme degree 
of contracted pelvis of the osteomalacic type. 
Traumatic rupture may take place either from ex- 
ternal trauma or from obstetric operations such as 
difficult forceps extraction, internal version, breech 
extraction, and manual removal of the placenta. The 
other cause of traumatic rupture is the use of pituitary 
extract when the uterus is hypertonic, when there is a 
cesarean scar, or when there is an obstruction. It is 
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not possible to predict how the uterus will respond to 
the extract, and even a small dose of 2 units may cause 
powerful contraction. 

An analysis of the cases of uterine rupture treated in 
the Assam Medical College Hospital from 1951 to 
1956 follows: 


Scar of classical’ cesarean 2 
Scar of lower segment cesarean section................. 1 
Scar following manual removal of the placenta.......... 1 
After internal podalic version 1 
Rupture due to acquired vaginal atresia................ 2 


Rupture may be complete or incomplete. In com- 
plete rupture the whole uterine wall as well as the 
peritoneum is involved, and the fetus and placenta are 
usually extruded into the peritoneal cavity. The in- 
complete ruptures do not involve the peritoneum. 
The amount of hemorrhage depends on the involve- 
ment of the large vessels in the tear. 

The site of the classical cesarean scar rupture is in 
the upper segment. Rupture due to obstructed labor 
begins in the lower segment and may extend to the 
upper segment. It may be medial or lateral. Trauma- 
tic rupture, after difficult extraction, may extend from 
the cervix to the lower segment or upward. Rupture 
of the lower segment may involve the bladder and also 
the vaginal wall. 

The treatment of uterine rupture is either hysterec- 
tomy or suture of the rent. 

In India dystocia plays a major role in the etiology 
of rupture of the uterus, to which is added ignorance, 
poverty, and lack of suitable obstetric facilities. In the 
obstetric practice of Bihar the author observed a large 
number of spontaneous ruptures due to an extreme 
degree of osteomalacic pelvis. The diagnosis should 
not offer difficulties when the rupture occurs after 
dystocia. Silent ruptures of the upper segment scar 
often escape timely detection, as well as ruptures after 
obstetric manipulations performed under anesthesia. 

Patients with uterine rupture are usually admitted 
in an extremely poor condition due to blood loss, 
infection, and shock. Blood transfusion facilities are 
also extremely inadequate, even in the most modern 
hospitals. In the first 2 cases reported no blood could 
be obtained before operation and none at all in the 
second case. Hence, simple suture was carried out. 
Local infiltration anesthesia, combined with a short 
inhalation anesthesia when the peritoneal cavity is 
handled, has been advantageous in the shock state. 
Finally, the liberal use of antibiotics has controlled 
sepsis and peritonitis, which were the main causes of 
death in the preantibiotic era. 

—Charles Baron, M.D. 


Maiernal Morbidity and Fetal Mortality Associated 
with Breech Delivery, ALexis BrosseT. Acta obst. 
gyn. scand., 1956, 35: 546. 


THE AUTHOR compares the maternal morbidity and 
fetal mortality in 559 breech deliveries with those in 
18,592 vertex, occiput-anterior deliveries. In order to 
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make a valid comparison, cases with the following 
complicating factors had previously been eliminated 
from both groups: twins, prematurity, congenital ab- 
normalities, fetal death before labor, placenta previa, 
abruptio placenta, contracted pelvis, severe toxemia, 
intercurrent maternal disease, and previous major 
gynecological surgery. 

While no differences of maternal morbidity were 
noted, it was observed that the fetal mortality was 
increased 4 times in breech deliveries of primiparas 
and 10 times in breech deliveries of multiparas over 
that in vertex, occiput-anterior deliveries. The breech 
fetal mortality rate among primiparas was 5.9 per 
cent, increasing from 4.6 to 8.9 per cent when the 
patients were more than 30 years of age. Among the 
multiparas, the breech fetal mortality was 7.3 per 
cent, increasing from 2.0 to 11.8 per cent when the 
patients were more than 30 years of age. 

The marked disparity of fetal mortality between the 
younger and older multiparas can probably be ex- 
plained by the high incidence of large infants (over 
4,000 gm.) in the older group. 

—Lester T. Hibbard, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Influence of the Puerperal State on the Cardiac 
Morphology of Cardiopaths (Interferenze dello stato 
puerperale sulla morfologia cardiaca nelle cardio- 
patiche). Giorcio CaAGNAzzo. Minerva gin., Tor., 1956, 
8: 925. 


TWENTY WOMEN were studied teleroentgenographi- 
cally at the Obstetrical and Gynecologic Clinic of the 
University of Bari in Italy, during the period of preg- 
nancy and the puerperium. Five were normal with 
regard to the heart and circulation, 10 were suffering 
from a mitral lesion in the stage of predecompensa- 
tion, 3 presented compensated mitral stenosis and in- 
sufficiency, and 2 had sclerosis of the cardiac muscle, 
one with compensation and the other without it. 
The first roentgen exposure was made at the end of 
the ninth month of pregnancy, the second at the 
initiation of labor, the third during an advanced 
period of cervical dilatation, the fourth during the 
period of expulsion, and the fifth, sixth, and seventh 
on the first, third, and eighth days of the puerperium. 
In this study it was found that the morphology of 
the heart in the compensated cases did not differ 
substantially from that seen in the normal pregnan- 
cies, aside from a slightly greater elongation of the 
long axis of the heart. In the cardiopaths in the pre- 
decompensated and decompensated states the mor- 
phologic modifications of the cardiac diameters were 
marked. In some instances the long cardiac diameter 
was 16 cm. as compared with 13.5 cm. in the normal 
pregnancies of the same age. The right hemitransverse 
diameter was 6 cm. as compared with 4.6 cm. in the 
normal pregnancies and in the compensated cardio- 
paths. The left hemitransverse diameter was 9 cm. as 
compared with 8.3 cm. in the normal pregnancies. 
On the other hand, the basal diameter did not differ 
appreciably from that of the controls and the com- 
pensated subjects. In the predecompensated and the 
decompensated cases there were visible, in addition, 
the roentgenologic signs of pulmonary stasis. 
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During labor, teleroentgenologically considered, 
there are but little more than temporary changes 
in the morphology of the heart in any of the condi- 
tions cited. This is ascribed to the fact that the heavy 
demands made upon the heart are too brief to produce 
either hypertrophy of the cardiac muscle or dilatation. 
This presupposes that there are compensating factors, 
such as peripheral dilatation of the blood reservoirs 
of the body in the cardiopaths. 

In the puerperium the normal heart tends to return 
to its normal size except in its long diameter, which 
for some weeks following delivery remains but a little 
shorter than on the first teleroentgenogram at the 
beginning of the ninth month of pregnancy. This be- 
havior is also found in many of the compensated 
cardiopaths. In the patients with a heart in the state 
of predecompensation and in the one patient with de- 
compensated myocardial sclerosis, in whom the car- 
diac diameters showed little tendency toward contrac- 
tion even at the end of 3 weeks, the diameters tended 
to remain unchanged from those observed at the end 
of pregnancy. This behavior is ascribed to the pre- 
dominant role of cardiac dilatation over hypertrophy 
in those cardiopaths in a state of predecompensation 
or in frank decompensation. This confirms the marked 
clinical importance of the postpartum period and the 
puerperium with regard to the prognosis in cardio- 
paths. —John W. Brennan, M.D. 


NEWBORN 


The Time Factor in Rupture of the Membranes and 
Its Influence on Perinatal Fetal Mortality. Axe 
Kyesster. Acta obst. gyn. scand., 1956, 35: 495. 


THE TIME FACTOR in rupture of the membranes and 
its influence on the perinatal fetal mortality was in- 
vestigated on the basis of 361 perinatal deaths among 
more than 12,000 deliveries at the Municipal Ma- 
ternity Hospitals of Gothenburg, Sweden in the 
period from 1947 to 1949. 


The importance of the length of the interval be- 
tween rupture of the membranes and birth of the 
child in relation to the prognosis of the mother and 
child is discussed. According to the author’s ex- 
perience, premature rupture of the membranes is the 
underlying cause of perinatal fetal death in indivi- 
duals with additional underlying causes of death, 
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such as, uterine inertia, prolonged labor, and a long 
interval between rupture of the membranes and birth 
of the child. This does not apply to cases in which pre- 
mature rupture of the membranes accounts for pre- 
mature birth or prolapse of the umbilical cord. 
Inflammation of the respiratory tract caused the 
greatest number of deaths. Next in frequency were 
intracranial lesions which, with a few exceptions, were 
associated with rupture of the tentorium. 
Intrauterine infection, clinically or histologically 
verified, was present in more than one-half of the 
cases. Prophylactic chemotherapy and/or treatment 
with antibiotics is recommended to obviate infection 
of the uterine cavity and the fetus in premature rup- 
ture of the membranes. —John R. Wolff, M.D. 


MISCELLANEOUS 


Estrogens and Their Importance in Uterine Inertia 
Les oestrogénes et leur importance dans linertie 
~— Dem. Karanastasis. Gyn. obst., Par. 1956, 

SES. 


IT Is A WELL RECOGNIZED fact that progesterone and 
estrogens are intimately related to pregnancy and 
labor. The object of this article is to demonstrate that 
low levels of estrogens, at the time of labor, may be 
the cause of uterine inertia. 

The elimination of estrogens in the urine during 
pregnancy has been well studied. It was shown that 
the level rises progressively with a sharp increase just 
before labor. In this work, elimination studies were 
conducted during labor in relation to uterine inertia. 

Forty-five cases were thus analyzed. Of these, 9 
patients who had normal deliveries were used as con- 
trols, 4 were postmature patients, 15 had primary 
inertia (insufficient contractions), and 17 had primary 
inertia with ruptured membranes. 

The elimination of estrogens in the 24 hour urine 
specimens of the patients in the control group was in 
the range of 10,000 to 16,700 y. In all the other cases 
the levels were lower, and the author believes that 
when estrogen levels in the urine are below 10,000 y 
during labor some form of induction or stimulation 
of labor has to be used to achieve the delivery. 

The author uses injections of estrogens in a high 
dosage, followed by hot baths, quinine, and oxytocics. 

— Jules E. Leclerc, M.D. 
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ADRENAL, KIDNEY, AND URETER 


The Present Status of Diagnosis and Treatment of 
Pheochrom ma. U. S. Von Euter and G 
Str6m. Circulation, 1957, 15: 5. 


PHEOCHROMOCYTOMA is now being diagnosed with in- 
creasing frequency partly because of the characteristic 
clinical syndrome, which is produced by the secretion 
of chromaffin cell hormones from the tumor, and be- 
cause relatively precise methods for laboratory diagno- 
sis have been developed. 

An actively secreting pheochromocytoma produces 
several or all of the following main changes: arterial 
hypertension; increased sweating, cutaneous vasocon- 
striction; increase of the basal metabolism; increase of 
the fasting blood sugar concentration and sometimes 
glycosuria; and excitation of the central nervous sys- 
tem. At times these symptoms occur intermittently 
with paroxysms, but in the majority of patients they 
are continuous. The main subjective symptoms are 
headaches, sweating, nervousness, and loss of weight. 
Pharmacologic tests (provocative or blocking) may 
still be helpful in establishing a correct diagnosis, 
which ultimately depends on the estimation of the 
urinary excretion or blood concentration of the 
catechol amines. 

One method of urine analysis for the determination 
of the urinary excretion of catechol amines has been 
used extensively in establishing the diagnosis. This 
method has several advantages in that it involves no 
risk or inconvenience to the patient and can be re- 
peated frequently. It is a quantitative estimation of the 
pathogenic factor, and there is hardly any risk of false 
positive or false negative results. The urinary output 
in patients with pheochromocytoma varies according 
to conditions, but in the presence of an actively secret- 
ing tumor, it is invariably increased. Removal of such 
a tumor is usually followed by a return of the blood 
pressure to normal levels and a precipitous fall in the 
excretion of the catechol amines. Thirty-five patients 
with pheochromocytoma were subjected to such tests 
with the following results: (1) all patients with clinical 
signs of a secreting tumor showed an increased excre- 
tion of the catechol amines in the urine; (2) the pro- 
portion between the amount of norepinephrine and 
epinephrine in the tumor and in the urine was in good 
agreement; (3) norepinephrine is increased in the urine 
of all the patients with secreting tumors, but epine- 
phrine is increased only in certain cases; and (4) in 
no instance of pheochromocytoma was an increased 
content of epinephrine alone found in the urine or in 
the tumor. 

Norepinephrine is normally excreted in the urine in 
amounts of from 20 to 40 micrograms per 24 hours 
and may be increased in various clinical conditions 
(trauma, surgical stress, fever, burns, and myocardial 
infarction), so that there is no exact way of deciding 
the lower limit of excretion which indicates a tumor. 
In this series, the lowest 24 hour values of urinary 
catechol amines, accompanying verified tumors, have 
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been 104 and 109 micrograms per 24 hours. Thirty- 
two of the 35 patients had a urinary excretion ex- 
ceeding 300 micrograms per 24 hours. For practical 
purposes, a daily excretion of 100 to 200 micrograms 
of norepinephrine may be regarded as the lower limit 
for the diagnosis of a clinically active tumor. 

The urine analysis permits estimation of the tumor 
secretion over an arbitrary length of time. The blood 
estimations give information about the catechol amine 
concentration at any given moment. This may be of 
value during an attack, and may allow differentiation 
of pheochromocytoma from vasomotor crisis, which 
should show lower blood catechol amine levels for a 
given rise in blood pressure than a secreting tumor. 
The blood level in several cases of pheochromocytoma 
had a value ranging between 14 and 98 micrograms 
per liter as against less than 1 microgram per liter in 
normal peripheral venous blood. 

Neither the white blood cell count nor the corti- 
costeroid level in the blood or urine seems to be of any 
specific diagnostic value in pheochromocytoma. Inas- 
much as it is highly desirable that the exact localiza- 
tion of the tumor be known before the operation, a 
new approach has recently been tried by which blood 
samples can be drawn from selected parts of the venous 
system by the introduction of a radiopaque catheter 
under fluoroscopic control. Venous blood from the 
tumor may have a sufficiently high concentration of 
catechol amines to allow relatively precise estimation. 
The catechol amines become diluted in the caval 
veins, but if samples are obtained just central and 
distal to the level of entrance, the result may be con- 
clusive. If the catheter tip is introduced into the renal 
veins, the result may indicate that an adrenal tumor 
is right-sided or left-sided. The catheterization study 
with blood analysis of the catechol amines may be of 
value for the topical diagnosis of a continuously secret- 
ing pheochromocytoma. 

The treatment is complete surgical removal, and 
subsequent to the operation, the urinary output of the 
catechol amines should be determined. The high 
arterial blood pressure, after an apparently success 
operation, may be due to an essential hypertension 
that existed before the appearance of the tumor, or to 
vascular changes secondary to the period of elevated 
blood pressure caused by the tumor. 

—Robert O. Beadles, M.D. 


Tig Seinen Obtained from a Study of 5 Cases of 


ytoma (Enseignements tirés d’une série 
de 5 pheochromocytomes surrénaliens). F. D’ALLAI- 
nes, Cu. Dusost, and Pu. BLonpEau. Sem. hop. Paris, 
Ann. chir., 1957, 33: 19. 


PHEOCHROMOCYTOMA is a tumor that is associated with 
diagnostic and treatment difficulties. Not only is the 
surgical treatment associated with technical difficulties, 
but there is also the problem of the extreme instability 
of these patients preoperatively, during surgery, and 
postoperatively. The authors report 5 cases of pheo- 
chromocytoma in a series which, they point out, con- 
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tains the largest consecutive number of patients with 
this disease reported in the French literature to date. 
It is also noted that in 7 additional patients subjected 
to surgical exploration this tumor was not found. A 
review of the 5 cases and the conclusions obtained from 
the study of these patients form the basis of this article. 
The first patient, a 48 year old woman, was hos- 
pitalized because of severe hypertension. Diagnostic 
investigation, including retroperitoneal air studies, sug- 
gested a round, suprarenal tumor, 10 cm. in diameter. 
The removal of the pheochromocytoma was relatively 
easy, and, except for a severe drop in the blood pres- 
sure following extirpation of the tumor, the patient’s 
convalescence was uneventful. After 4.5 years the pa- 
tient was still atymptomatic and the blood pressure 
was stabilized between 160 and 180 mm. of mercury. 
The second patient, 45 years of age, was examined 
because of hypertension and a recent cerebral acci- 
dent. During a thoracoabdominal sympathectomy, 
palpation of the suprarenal region revealed the pres- 
ence of a small pheochromocytoma which was re- 
moved. Four years later the patient’s blood pressure 
was 150/80, and he was considered completely cured. 
The third patient, a 27 year old female, was hospital- 
ized because of severe hypertension. The pressure was 
very unstable, especially when the patient arose from 
bed. Retropneumoperitoneal studies showed a bilobed 
shadow above the left kidney suggesting a tumor. Sur- 
gical investigation revealed a large tumor that corre- 
sponded to the shadow seen on the x-ray film. The 
tumor was removed rather easily without the need for 
the administration of any vasopressor substance during 
the operative period. During the afternoon following 
surgery, the blood pressure had a tendency to fall but 
following this episode, the pressure remained stable. 
Then at 2 o’clock in the morning, only a few minutes 
after the blood pressure was found to be normal, the pa- 
tient died suddenly. An autopsy was not permitted. 
The fourth patient in this series was a 38 year old 
man who was hospitalized because of paroxysms of 
hypertension. The regitine hydrochloride test was pos- 
itive in the standing position for there was an immedi- 
ate reduction in the blood pressure. Retroperitoneal 
air studies revealed a tumor, which was the size of an 
orange, above the right kidney. During surgery, the 
fluctuations of the blood pressure necessitated the 
alternate injection of adrenalin chloride and regitine 
hydrochloride. While there were no surgical compli- 
cations, this patient had to be followed up very care- 
fully because of these extreme variations in the blood 
pressure. During the month following operation, he re- 
ceived neosynephrin hydrochloride orally to stabilize 
the pressure. Later his general health was excellent 
and his blood pressure was stabilized at 110/50 mm. of 
mercury. 
The final reported case was that of a man, 42 years 
of age, who was hospitalized because of violent, morn- 
ing fronto-occipital cephalalgia. The regitine hydro- 
loride test was positive. Perirenal air studies showed 
around mass above the left kidney the size of a billiard 
ball. Tomographic studies confirmed the presence of 
this mass. The pheochromocytoma was removed with- 
out incidence. During the operative period the patient 
was given 300 c.c. of blood and 400 c.c. of glucose 
solution containing 3.2 mgm. of noradrenalin. A 
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year after surgery the patient was perfectly well and 
maintaining a normal blood pressure. 

The diagnosis of pheochromocytoma is difficult be- 
cause of the lack of a typical clinical picture that sug- 
gests this disease. The initial diagnostic problem cen- 
ters around those patients who have arterial hyper- 
tension. When the patient has an extremely labile 
blood pressure with unexplained malaise, nervous in- 
stability, an increased basal metabolic rate, and hyper- 
glycemia an adrenal tumor is suspected. 

The physical examination usually yields no positive 
information, for these tumors are rarely palpable. It 
has been necessary to wait for the development of a 
pharmologic test that would provide a basis for pre- 
liminary studies in hypertensive patients who were sus- 
pected of having adrenal tumors. 

The development of drugs such as histamine, regi- 
tine, hydrochloride benzodioxane, and dibenamine 
have helped to avoid the use of the costly and distress- 
ing retroperitoneal air studies that are necessary as a 
screening process. Thus, the use of these drugs helps to 
reduce to a small number those patients who will need 
X-ray examination to establish a diagnosis. 

The radiologic examination by retroperitoneal air 
studies is not only rather difficult, but is frequently 
painful to the patient. The roentgenograms are diffi- 
cult to interpret, especially on the left side because of 
the presence of the stomach, the left lobe of the liver, 
and the splenic shadow. The use of tomographs along 
with standard roentgenograms helps to establish the 
diagnosis. It has been the authors’ experience that 
when there is a pheochromocytoma, a round, well de- 
marked homogeneous shadow is present. When the 
juxtarenal shadow was not sharply demarcated and 
was irregular in shape, surgical exploration failed to 
find the tumor. 

When the results of the radiologic examination fail 
to confirm the presence of a tumor, the therapeutic de- 
cision requires careful evaluation of the symptoms, the 
clinical examinations, as well as the results of the phar- 
micodynamic studies. While the surgical extirpation 
of the pheochromocytoma does not usually involve any 
particular complications, care should be taken to avoid 
manipulation of the tumor and to secure the blood sup- 
ply as soon as possible to prevent the excessive dis- 
charge of adrenaline into the blood stream. 

The patient should be prepared for surgery by tak- 
ing every precaution to provide a stabilized blood pres- 
sure. To that end, two bottles of injectable solution 
should be prepared and a suitable vein engaged, pre- 
ferably cannulated, for intravenous administration. 
The first solution contains regitine hydrochloride in 
isotonic saline (10 mgm. per liter) for the reduction of 
hypertension, and the solution in the second bottle con- 
tains 4 mgm. of noradrenalin in 500 c.c. of solution for 
the correction of hypotension. With the proper regula- 
tion of the intravenous infusion, the blood pressure can 
be readily maintained within safe limits, thereby avoid- 
ing the alarming hypertension caused by manipulation 
of the tumor and the dangerous collapse following 
removal. 

In the postoperative care of the patient who has had 
a pheochromocytoma removed, constant vigilance 
must be maintained. A surgical team must control the 
blood pressure for many days postoperatively, as well 
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as during the resuscitation period, since the danger to 
these patients lies in the extreme fluctuation of the 
blood pressure. If the arterial tension is maintained 
following surgery, the results of the removal of a 
pheochromocytoma are spectacular. In this series, 4 of 
the patients recovered completely from the operation 
with complete relief of the symptoms and the estab- 
lishment of a blood pressure that was stabilized within 
the normal range. 

The authors noted that of the 7 patients in whom a 
pheochromocytoma was not found after surgical ex- 
ploration, 3 had positive results from the regitine 
hydrochloride test, while the other 4 had negative or 
doubtful results. It was also noted that the x-ray studies 
failed to reveal a distinct shadow and showed only an 
ill-defined, irregular suprarenal or juxtarenal outline. 

—Conrad A. Kuehn, M.D. 


Anesthesia Problems Raised in the Management of 

Pheochromocytoma (Problémes anesthésiques posés 

ar le phéochromocytome). N. pu Boucner and J. 
eh Sem. hop. Paris, Ann. chir., 1957, 33: 59. 


THE PRINCIPAL PROBLEMS associated with the preoper- 
ative and postoperative management of the patient 
who has a pheochromocytoma are chiefly concerned 
with the anesthesia. While the surgeon avoids as far as 
possible any excessive manipulation of the tumor dur- 
ing surgery, he should also secure the blood supply to 
the pheochromocytoma as quickly as possible in order 
to avoid an excess of adrenaline or noradrenaline be- 
ing introduced into the circulation before the excision 
of the tumor. It should also be considered that there 
may be an abrupt suppression of these substances fol- 
lowing the removal of the gland, with an alarming 
and dangerous fall in the blood pressure. Without 
control of the adrenalinemia, an irreversible cardio- 
vascular collapse constitutes a greater surgical risk to 
the patient. 

The usual preoperative medication can be admin- 
istered, i.e., the barbiturates, morphine, and scopola- 
mine. Atropine may increase the hypertension pro- 
duced by noradrenaline with the risk of provoking a 
tachycardia. This possibility should be avoided by the 
administration of a small dose of regitine hydro- 
chloride before premedication. 

All the usual anesthetic agents, such as ether, cyclo- 
propane, pentothal sodium, vinethene, ethylene, and 
spinal, have been used on this type of patient. It seems 
logical not to use cyclopropane and chloroform in the 
presence of an excess of circulating adrenaline. Spinal 
anesthesia also should be used with great prudence, 
for the risk of a severe hypotension must be considered 
with this type of anesthesia. Curare should be used 
carefully and in moderation. Its restriction is based 
upon the objection that it has histaminic properties, 
but this seems to be more theoretical than real. 

The authors prefer pentothal sodium for induction, 
followed by ether and curare. Intubation is a necessity 
to provide proper ventilation, as well as to insure 
preparation for an accidental pneumothorax. With 
the establishment of the anesthesia, the patient is 
placed in the lateral position. Care is taken to avoid 
pressure in the region of the adrenal gland which 
might release a discharge of adrenaline. At the begin- 
ning of the anesthesia and during the operation, the 


patient should be carried between the two extremes of 
severe hypertension with tachycardia and circulatory 
collapse. Anoxia should be avoided at all costs. Very 
deep anesthesia associated with an overdosage of the 
anesthetic agent should not be permitted, while any 
depression of respiration should be corrected immedi- 
ately by mechanical breathing. 

Preoperative and postoperative shock, hyperten- 
sion, and hypotension should be anticipated, and a 
suitable vein should be cannulated so that the proper 
drugs to combat these conditions can be immediately 
administered. Among the drugs neutralizing the effects 
of adrenaline and noradrenaline are piperoxan and 
regitine hydrochloride. When it becomes necessary to 
use the vasopressers, noradrenalin is the drug of choice, 
while adrenalin chloride, ephedrine, and _neosyne- 
phrin hydrochloride can be used as substitutes. 

During operation the anesthetics should be so ad- 
ministered as to prevent severe hypertension or cir- 
culatory collapse. The proper drugs should be ready 
for instant administration through a cannula pre- 
viously prepared and connected to a Y tube so that 
the blood pressure can be maintained from the sepa- 
rate bottles. One bottle contains an andrenolytic 
drug in the event of severe hypertension, (piperoxan 
hydrochloride in a 20 mgm. dose or regitine hydro- 
chloride for infusion). The other contains a vaso- 
pressor drug, noradrenalin in a dose of 4 mgm. per 
liter of glucose and saline. It is also essential to main- 
tain the proper blood volume by blood transfusion, 
and it is well to begin the transfusion at the start of 
the operation, even though the blood loss is negligible. 
All of the authors’ patients operated upon for pheo- 
chromocytoma have received a transfusion of 500 c.c. 
of blood. —Conrad A. Kuehn, M.D. 


Renal Biopsy. Rosert Licu, Jr. 7. Am. M. Ass., 1957, 
163: 420. 


ONE OF THE OUTSTANDING ATTRIBUTES of urology is 
its potentiality of accurate diagnosis. There is, how- 
ever, renal pathology, often referred to as intrinsic 
renal disease, that is not revealed by ordinary urologic 
diagnostic methods. This type of disease may be 
diagnosed by the study of tissue obtained by percuta- 
neous renal biopsy. 

The method used is that described originally by 
Kark and Muehrcke, with minimal modifications. 
Urography is done to demonstrate the morphologic 
status of the kidneys and to visualize their location. 
The normally lower-lying right kidney is used to 
avoid injury to the spleen. The patient is studied for 
the presence of any hemorrhagic diathesis. The Frank- 
lin modification of the Vim-Silverman needle is used 
in the technique which the author describes in full 
detail. 

Renal biopsy is not without risk and the presence 
of the following conditions is considered a contra- 
indication: renal tumor, hydronephrosis or pyoneph- 
rosis, acute or suppurative perinephritis, hemorrhagic 
diathesis, increased venous pressure secondary to con- 
gestive failure, uremia, and solitary kidney. Some of 
the indications are undiagnosed renal disease with 
normal urograms, albuminuria, hematuria in the 
presence of normal urograms, and instances in which 
excision biopsy at surgery is hazardous. 
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The principal purpose of renal biopsy is to establish 
anaccurate diagnosis. Other workers have investigated 
the correlation between renal function and renal 
pathological histology as demonstrated by needle 
biopsy. 

Four case histories are presented. 

—Edward 7. Frishwasser, M.D. 


Physiology and Pathology of the Kidney. Robert 
LATT, R, A. McCance, E. M. Wippowson, D. A. K. 
Back, and Others. Brit. M. Bull., 1957, 13: 1-67. 


THE CONTRIBUTORS to this comprehensive symposium 
on the physiology and pathology of the kidney are 
eminent and authoritative clinicians and others in 
touch with clinical departments. A wide range of 
renal problems is covered with a change of view from 
the usual emphasis on tests of renal efficiency (such 
as glomerular filtration rate and renal plasma flow) to 
an emphasis on the study of metabolic effects of renal 
disorders based on a concept of the kidney as a homeo- 
static rather than an excretory organ. 

The increased complexity of knowledge compels 
more specialization in the varied branches of renal 
function and disorder. Any notion that the study of 
the kidney is a narrow field is dispelled in this sym- 
_ posium by the intimate considerations and problems 
relating to physiology, pathology, biochemistry, ‘and 
other scientific fields in which the investigator of renal 
disease must interest himself. There are recent out- 
standing discoveries which influence kidney studies. 
The study of electrolyte metabolism is facilitated by 
the flame photometer, study of specific failures in 
tubular reabsorption is made possible by chromatog- 
raphy, and the discovery of aldosterone effects our 
thinking on the relationship of the kidney to sodium 
and potassium. 

This collection of articles appropriately enough be- 
gins with a discussion on “‘New thoughts on renal 
function in the early days of life,” and is completed 
with a study of the “Effects of old age and over- 
nutrition on the kidney.” The intervening articles, 
fourteen in number, include such subjects as: the 
volume control of body fluids; renal aminoaciduria; 
potassium deficiency and the kidney; role of the kid- 
ney in experimental hypertension; the nephrotic syn- 
drome; azotemic renal osteodystrophy; and renal 
angiography. 

The presentations are clear and concise, although 
perusal of experimental data, graph interpretations, 
and chemical problems which form background sup- 
port for some of the subject matter dealing with histo- 
chemical and fluid control considerations may tax 
the comprehensibilities of the reader not too well 
oriented in research methods. The relation of the kid- 
ney to hypertension remains unsolved and is ap- 
proached from varied viewpoints. 

The subject of the management of water and elec- 
trolytes by the kidney in experimental hypertension 
with details of the relationship to no intake is well 
documented. The effects of blood pressure-reducing 
therapy in renal disease is studied with conclusions 
concerning prophylaxis in the benign asymptomatic 
phase before the blood pressure is observed to rise from 
moderate to higher levels (180 millimeters of mercury 
systolic). 
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The work on kidneys of the newborn and the senile 
kidney is viewed by the biologist. Similarities between 
the aging kidney, the kidney of the obese, and the 
solitary kidney following unilateral nephrectomy are 
noted, with hyperplasia and degeneration as end re- 
sults. The study of azotemic renal osteodystrophy 
opens avenues of thought in connection with the 
various skeletal complications of chronic renal disease 
and involves almost all the biological processes that 
involve bone as a tissue and a structural unit. 

It is not, of course, feasible to abstract this type of 
work. If obtainable, it could well serve as an up-to- 
date fairly complete reference work on a good number 
of important topics for clinicians and research students. 

—Allan K. Swersie, M.D. 


Investigation of Renal Excretory Function After 
Splanchnicotomy (Untersuchungen ueber die seck- 
retorische Nierenleistung nach Splanchnikotomie), 
H. Detrmar. Zschr. Urol., 1956, 49: 633. 


THE ASSUMPTION that renal denervation will favorably 
influence the course of urolithiasis is based on results 
of animal experiments obtained by a number of 
authors. It has been suggested that splanchnicotomy 
should be performed simultaneously with the removal 
of calculi from the upper urinary tract. Renal de- 
nervation and splanchnicotomy in rabbits were shown 
to result in a considerable increase in the blood supply 
of the operated kidney, and at the same time there 
was excretion of a markedly increased volume of 
urine of low specific gravity and a tendency toward 
alkalinity. Verney, however, in extensive experiments 
on dogs did not find any evidence of diuresis what- 
soever after section of the splanchnic nerves. 

These contradictory results, which conceivably 
might be explained by the difference in experimental 
animals, stimulated the author to investigate renal 
excretory function after splanchnicotomy in human 
beings. 

Ten patients were selected; 6 were women and 4 
were men. The main complaint was the recurrence of 
severe renal colic. None showed evidence of infection 
or nitrogen retention. Excretory urograms revealed a 
mildly dilated pelvis on the affected side with some 
tendency toward delayed emptying. The condition 
was classified as small, painful hydronephrosis. In 
all of these patients the mechanical component was 
believed to be absent on the basis of thorough exam- 
ination of the ureteral-pelvic junction at the time of 
the surgical procedure. 

Splanchnicotomy was performed for the relief of 
intermittent colicky pain. The approach was through 
the tenth or eleventh intercostal space with the pa- 
tient in the lateral position. The major splanchnic 
nerve was sectioned just below the diaphragm, and 
the lateral portion of the splenorenal ganglion, as 
well as the aorticorenal ganglion, were excised. The 
minor splanchnic nerve was identified in the depth of 
the wound and cut. The ureteropelvic junction was 
examined to exclude a mechanical factor. The wound 
was closed without drainage. A plastic procedure at 
the ureteropelvic junction was not done. 

Postoperative observation, unfortunately limited to 
only 2 years at the time of the writing of this article, 
revealed that 8 of the 10 patients remained free of 
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symptoms and 2 had recurrences. However, they 
believed that their pain was less severe and less fre- 
quent. Excretory urograms showed no change as 
compared with preoperative x-ray examinations. 
None of the 10 patients excreted larger volumes of 
urine of low specific gravity following the splanchni- 
cotomy. 

The author concludes that, if splanchnicotomy 
should counteract the tendency to formation of calculi 
in the urinary tract in human beings, this effect can- 
not be ascribed to the fact that the procedure will 
result in the excretion of a large volume of urine of 
low specific gravity. — Heinz E. Cron, M.D. 


Studies on the Functional Capacity of a Denervated 
Homotransplanted Kidney in an Identical Twin 
with Parallel Observations in the Donor. NEA S. 
Bricker, WARREN R. GuiLp, JoHNn B. REARDAN, and 
Joun P. Merrit. 7. Clin. Invest., 1956, 35: 1364. 


THE AUTHORS report the results of studies performed 
on a patient with a homotransplanted (and therefore 
denervated) kidney. The majority of experiments were 
performed after the patient’s own two kidneys had 
been surgically removed and, therefore, the data de- 
scribes the function of the transplanted kidney. Paral- 
lel observations were made on the donor who pos- 
sessed as his only kidney the mate of the transplanted 
organ. 

The filtration rate in the donor prior to transplanta- 
tion was 147 ml./minute. Following transplantation 
the gross filtration rate (GFR) varied in the recipient 
between 60 to 70 ml./minute, while in the donor it 
rose slightly from 68 to 84. 

The transplanted kidney maintained its ability to 
concentrate and dilute urine; to acidify and alkalinize 
urine; and to increase or decrease its rate of sodium 
excretion in response to varying stimuli. It also has the 
capacity to alter acutely both its filtration rate and 
renal plasma flow, and has been able to maintain the 
extracellular fluid volume and composition intact over 
a prolonged period of time despite widely varying 
dietary and climatic conditions. 

Abnormalities in sodium excretion of a qualitative 
and/or quantitative nature were observed following 
acute alterations of the extracellular volume. 

Changes in the water excretion in the recipient oc- 
curred following the intravenous administration of 
pitressin, changes in osmosis of the plasma, and changes 
in the extracellular fluid volume. 

The authors arrived at the following conclusions: 

1. A transplanted kidney in an identical twin host 
may function normally in most respects and may not 
only sustain life but maintain normality. 

2. Both renal vasoconstriction and renal vasodilata- 
tion may occur in the absence of renal nerves, and 
renal nerves probably are not necessary for the regula- 
tion of renal hemodynamics. 

3. The renal nerves are not necessary for the acute 
changes in electrolyte excretion occurring after the 
administration of either diuretic agents or a sodium- 
retaining adrenal steroid. 

4. The renal nerves are not necessary for the changes 
in water excretion following the intravenous adminis- 
tration of pitressin, changes in osmotic pressure, or 
changes in the extra cellular fluid volume. 


5. The renal nerves are not necessary for the regula. 
tion of the extracellular fluid volume or composition. 

The possibility exists that the abnormalities noted 
in the sodium excretion of the recipient, following 
acute alteration of extracellular fluid volume, oc. 
curred because denervation interrupted the efferent 
limb of a control system. 


— Robert Paradny, M.D. 


The Results of Prolonged Treatment of Bilateral 
Renal Tuberculosis by Means of Antibiotics (Les 
resultats du traitement prolongé de la tuberculos 
renale bilaterale par les antibiotiques). Sava PetKovic 
and Viapera Urologia, Treviso, 1956, 23: 458, 


Or THE 149 patients with bilateral renal tuberculosis 
given treatment at the Urologic Clinic of the Faculty 
of Medecine, Belgrade, Serbia, in the period from 
1945 to 1955, 53 were seen in the preantibiotic era. 
live patients of this group ultimately received some 


antibiotic therapy. Of the remaining 48 patients, none f 


was alive after 7 years. 

Of the 101 patients, who received at least some anti- 
biotic therapy, only 1 has died. Two others of this 
group died, but they could not receive adequate anti- 
biotic treatment because of the condition of the kid- 
neys. This leaves the extremely low incidence of death 
at 3 per cent. 

Para-aminosalicylic acid has been administered in 
dosages of 12 to 14 mgm. per day, and isoniazid in 
daily dosages of 250 to 350 mgm. The streptomycin, 
in serious conditions and as initial treatment, was 
given in dosages of 1 gm. every 2 days, and, later and 
in less serious conditions in dosages of 1 gm. every 
3 days. Since January, 1955 the treatment at first 
consisted of streptomycin and isoniazid alone. With 
this treatment no serious sensitization of the patient 
was noted. Under treatment the lesions progressed in 
only 6 of the 100 patients and in only 5 was there no 
improvement. The regimen has been continued for 6 
years with progressively better results. 

As arule, the treatment has been continuous for the 
first 2 years. Later, when the lesions have been stabi- 
lized and the bacillus of Koch has been absent in the 
cultures for a considerable period of time, the patient 
has been permitted free intervals; this gives the pa- 
tient a chance to rest and assurance that the total 
dosage of streptomycin will not be too high. In the 
severe forms the treatment has not been interrupted 
for 3 or more years. The treatment has even been 
continued when the presence of a resistant strain of 
tubercle bacillus would seem to indicate abandon- 
ment of the antibiotic. Persistence of treatment is 
based on the fact that clinical improvement does not 
seem to be related to the degree of resistance of the 
bacillus. Grave accompanying cystitis requires treat- 
ment longer than the kidney itself. 

— john W. Brennan, M.D. 


Complications of Nephrolithotomy with Special Ref- 
erence to Secondary Hemorrhage. Wi.us P. Jor- 
and GitBert C. Tomsxkey. 7. Urol., Balt., 
1957, 77: 19. 


‘THE AUTHORS present a series of 75 nephrolithotomies 
in which secondary hemorrhage occurred in 7 cases, 
persistent urinary fistula remained in 6, perinephric 
abscess occurred in 2, there was recurrent calculus 
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formation in 7, and in 2 others the kidney became 
functionless postoperatively. In all, almost 33 per cent 
of the 75 patients developed complications, and in 
11 instances nephrectomy was required. The authors 
state that this is a high incidence of complications 
and poor results for an operation that is designed 
to be conservative and to preserve function. They 
agree with other authors that nephrolithotomy should 
be employed only when it is quite impossible to 
remove the calculus through an incision of the renal 

wh urinary fistula is usually the result of gross in- 
fection, prolonged drainage by nephrostomy, or fail- 
ure to recognize the existence of ureteral obstruction. 
If the status of the kidney were more carefully evalu- 
ated prior to the choice of operation, the incidence 
of nephrectomy would be increased. 

Secondary hemorrhage, the most frequent and 
most serious complication of nephrolithotomy, usually 
occurs between 7 and 10 days after operation but 
may occur much later. Usually the bleeding is in- 
' ternal through the pelvis, ureter, and bladder; the 
blood loss is frequently massive; and shock may be 
severe. The secondary hemorrhage may be caused 
by infarction of the renal parenchyma which may 
or may not be associated with infection. A mattress 
suturing of the renal wound, in which strangulation 
of tissue is frequent, may increase the area of necrosis; 
this type of suturing was used in all 7 patients who 
had a secondary hemorrhage in this series. 

The authors propose an improved technique to 
avoid this strangulation. The calyx is closed first 
with interrupted No. 000 catgut. All large vessels 
are tied separately. Then the cortex wound is ap- 
proximated by interrupted, double sutures of No. 1 
catgut, using a Dee, large-curved cutting or a straight 
Keith needle, with the catgut tied over pieces of fat 
and muscle on each side of the wound. Lastly, if 
renal drainage is required, the authors prefer a pye- 
lostomy rather than a nephrostomy through the renal 
cortex. —David Rosenbloom, M.D. 


Cytologic Study of Neoplasms of the Kidney (L’inda- 
ine citologica nelle neoplasie del Enrico 
Cease. Gior. ital. chir., 1956, 12: 555. 


TWENTY-SIX RENAL NEOPLASMS form the material for 
this contribution. Nine of the tumors were hyper- 
nephromas, 5 were carcinomas of the renal pelvis, 3 
were adenocarcinomas, 6 were papillomas, 1 was a 
metastatic carcinoma, and 2 were malignant granu- 
lomas. Control studies were made of 8 cases of poly- 
cystic kidney, 10 of hydronephrosis, and 10 of pyo- 
nephrosis. 

The specimens for cytologic examination were ob- 
tained by vesical and renal catheterization. The sedi- 
ment of the urinary specimens was obtained by pro- 
longed centrifugation before and after addition of 
equal parts of ether and alcohol. The sediment was 
stained by the standard method of Papanicolaou, the 
method of Foulgen, and that of May Grunwald- 
Giemsa. 

Of special interest was the one case of positive 
cytology among the 9 cases of renal hypernephroma. 

¢ urinary sediment from this case contained four 
types of neoplastic cells. The first was a very large, 
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round mononuclear cell with dense, acidophilic cell 
membrane and a hyperchromatic nucleus with densely 
crowded microvacuoles. In some cells these had 
coalesced to form a single gigantic vacuole. The nuclei 
were generally eccentrically placed and nucleoli were 
rarely encountered. 

The second type was a much smaller cell with ir- 
regular contour, but with abundant cytoplasm which 
was richly vacuolated. In each of these cells there were 
one or two large hyperchromatic, centrally placed 
nuclei with one or two nucleoli. 

The third type of cell had little or no protoplasm, 
was intensely acidophilic with a nucleus ranging in 
size from that of a large lymphocyte to that of a mono- 
cyte, with irregularly outlined, moth-eaten appearance. 

The fourth type was a blastomatous cell with 
rounded or polyhedral outline; the cytoplasm con- 
tained numerous brownish-colored granules, so nu- 
merous as to be superimposed and to lend to the entire 
cell a characteristic uniform brown color, with the ex- 
ception of the area containing the nucleus. Each cell 
contained one or two large hyperchromatic nuclei, 
placed centrally or tending toward some eccentricity, 
and each with two nucleoli. The margins of the cell 
cytoplasm were not evident. 

Only 1 of the 9 hypernephromas was cytologically 
positive. This was ascribed to the fact that these tumors 
are heavily encapsulated and invade the renal pelvis 
late. Four of the 5 pelvic carcinomas were positive 
cytologically, 1 of the 3 papilliferous adenocarcinomas 
was positive, and 5 of the 6 papillomas were positive. 
In the one metastatic renal carcinoma the test was 
positive; in the two malignant granulomas the tests 
were positive cytologically. Of 26 cases 11 were posi- 
tive and 15 negative. Of the controls one test was 
falsely positive, 27 were negative. 

The author concludes that although the cytologic 
examination does not produce as brilliant results in 
tumors of the kidney and upper urinary passages as it 
does in tumors of the urinary bladder, it should be 
carried out regularly and methodically, like any other 
laboratory test. Even though it should give falsely 
negative findings a positive result can be of great value 
in reaching a diagnosis. — John W. Brennan, M.D. 


Five Year Results of the Operation for Nephroma; 
Use of Diagnostic Exploration in Hematuria. A. 
. Surg., 1956, 44: 126. 


THE AUTHOR urges immediate cystoscopy when an 
adult has sudden unexplained hematuria. Negative 
urological investigation findings are not infallible. 
Exploration will settle the diagnosis and should be 
done early when there is suspicion of neéphroma. The 
risk of exploration is no greater than that of expectant 
treatment. 

The prognosis in nephroma is poor, about 20 per 
cent 5 year cures. Postoperative radiation is probably 
of no value in prolonging life or increasing the 5 year 
cure rate. The only hope for improving the results lies 
in timely intervention. 

Of the author’s series of 10 nephromas, 2 were de- 
rived from the transitional-cell lining of the renal 
pelvis, and 8 were parenchymal in origin. 

One pitfall to be avoided is the patient with sudden 
hematuria who has prostatism and negative pyelo- 
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grams. Here the enlarged prostate may be misleading 
and the negative pyelograms a fallacy. The author fell 
into this trap on one occasion and removed the pros- 
tate gland, and 7 months later when hematuria re- 
curred, a nephroma was found on the left side. Thus, 
he believes that a sudden bout of hematuria in the 
adult means nephroma until otherwise proved. Pain 
and a palpable mass are often lacking. 

The sudden bout of hematuria demands urgent 
cystoscopy to spot a bloody efflux from a single ureter, 
as this bloody efflux is the most important aid to the 
timely diagnosis of nephroma. It may be fleeting, and, 
if missed, may not recur for months. If it is missed, 
routine urological investigation must be carried out, 
including chromocystoscopy and retrograde pyelog- 
raphy. Perirenal air insufflation and aortography 
may be of value. When all the findings are negative, 
the next step may be decisive as to the presence of 
nephroma. The “prostatic decoy” must be avoided. 

Two courses are open: (1) expectant treatment in- 
cluding 3-monthly examinations, and immediate 
cystoscopy should the bleeding recur; and (2) diag- 
nostic surgical exposure of the kidneys. This seems, to 
the author, a logical conclusion to have in mind for a 
certain number of cases. The more suspicious kidney 
should be exposed, and, without this lead, the author 
exposes the usually more accessible right kidney. The 
kidney may look normal, but may feel thick at the 
center and require a biopsy. If the exposed kidney is 
normal, the peritoneum is opened and the opposite 
kidney and both ureters are palpated. If no lesion is 
found, the incision is closed and the patient reassured. 
If a lesion is felt or seen, it is eradicated. If the lesion 
is in the opposite kidney the nephrectomy may be 
done at a subsequent date. 

In review, the author urges early diagnosis. Nephro- 
ma must be suspected in all adults with sudden hema- 
turia. Obvious disease, such as prostatic adenoma, 
may be misleading. Pyelograms may be negative in 
the presence of nephroma. Early exploration is indi- 
cated in a number of suspicious cases. 

—Robert Paradny, M.D. 


Double Ureter in the Child. F. Doucias STEPHENS. 
Austral. N. Zealand F. Surg., 1956, 26: 81. 


THE AUTHOR reports 28 cases of double ureter in in- 
fants and children, 24 females and 4 males. In 6 of 
these the double ureter was bilateral; all 6 were in 
females. Twenty-two of the double ureters occurred 
on the right side and 12 on the left. 

Many of the symptoms and signs of a double ureter 
have not been adequately explained. The recurrence of 
infection after standard methods of treatment is com- 
mon. Knowledge of the morbid physiology of this con- 
dition and of its contingent anomalies is inadequate. 

The author investigates cases of double ureter in the 
child by micturition cystourethrography (the use of 
radiography during the voidance of radiopaque urine). 

The obvious double ureter anomalies do not explain 
the whole clinical story. There is often a complete, but 
less obvious derangement of the physiology of the whole 
urinary system. For instance, it has been shown by 
Stephens that normal healthy girls rarely, if ever, ex- 
hibit vesicoureteral reflux. However, girls who have a 
double ureter on one side frequently show ureteral re- 


flux in one or both components of this double ureter 
and even in the opposite healthy looking ureter, be- 
cause of the widespread disturbances of the physiology 
of the urinary tract. By the use of micturition cysto- 
urethrography in conjunction with intravenous pyel- 
ography, the author has been able to establish which 
of the ureters is physiologically or anatomically un- 
sound and to offer, in most cases, a reasonable explana- 
tion for the infection in cases of double ureter. In addi- 
tion, it has been possible to discover other unsuspected 
anomalies in cases of double ureter. 

Micturition cystourethrography displays the blad- 
der, the urethra, and sometimes the ureters by reflux, 
either during the resting phases when the bladder is 
acting as a reservoir, or during the act of micturition 
when intravesical pressures which more than treble 
that of the ordinary resting bladder pressures are 
brought to bear on the ureteral orifice. ‘This tests the 
competence of the ureterovesical valve which normally 
resists reflux, but which is incompetent in patients 
with a double ureter or an idiopathic megaureter. 
The technique is described. 

Ifa child can pass more urine 2 minutes after normal 
micturition, ureteral reflux is suspected but radio- 
graphic confirmation is necessary. A further act of 
micturition 2 minutes later has been found in cases of 
idiopathic megaureter when it becomes necessary to 
empty out all the residual urine caused by that ureter. 

The author terms the ureter draining the upper por- 
tion of the double kidney the ectopic ureter and that 
draining the lower portion the orthotropic. When an 
ectopic and orthotropic ureter join proximal to the 
bladder to form a single ureter with a single orifice at 
the normal site, the condition is classified as a con- 
joined ureter. 

Except in rare instances, complete or incomplete 
double ureters are derived from two uteral buds. 
These buds arise either separately from the wolffian 
duct or as a single outgrowth which splits into two at 
any point along its course. Thus any combination in 
duplication is possible. 

The author classifies double ureter into the following 
groups according to the location of the ectopic ureteral 
orifice: 

Group 1. An external ectopic ureter, when the ori- 
fice lies outside the urinary tract. This anomaly causes 
persistent wetting. 

Group 2. A urethral ectopic ureter, when the orifice 
lies in the urethra in the female, or in the prostatic 
urethra, the ejaculatory ducts, or the vesicles in the 
male. When the opening is low in the urethra it causes 
wetting but when high there is ureteral obstruction 
with ureterocele formation and infection. 

Group 3. A vesical ectopic ureter, when the ectopic 
orifice opens independently into the bladder. The con- 
dition may be unnoticed unless one or both ureters are 
complicated by reflux. 

Group 4. Conjoined double ureters, when the ectopic 
and orthotropic ureters meet to form a common stem 
and open as one orifice in the bladder as in the ortho- 
tropic situation. These patients are subject to occasional 
attacks of pyelitis. 

The ectopic ureter is the conspicuous abnormal ele- 
ment in double ureter disease, but the orthotopic and, 
to some extent, the opposite ureter are also affected. 
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Ureteral reflux can occur from the bladder to the 
ureter, from ureter to ureter, and from the urethra to 
the ureter. Refluxed urine is residual urine which is a 
fertile cause of infection. In regard to reflux, the 
orthotropic ureter is a bigger factor in the develop- 
ment of infection than the more pathologic-appearing 
ectopic ureter. 

The author gives the following proper order of in- 
vestigation when the presence of a double ureter is sus- 
pected in a child with pyuria: (1) routine tests of the 
urine and blood; (2) double micturition test; (3) 
micturition cystourethrography to confirm the exist- 
ence of reflux; (4) intravenous pyelography; and (5) 
cystoscopy and retrograde pyelography to complete 
the examination. 

Early diagnosis and early treatment are important. 
Triple micturition is a method of treatment of reflux 
retention, which can permanently eliminate any uri- 
nary stasis that might lead to pyuria and renal de- 
) struction. Treatment by triple micturition sometimes 
may suffice for the elimination of residual urine, but 
often there may be a more intractable retention 
caused by an additional ureteric obstruction from com- 
pression by the urethral sphincters. In these cases triple 
micturition and antibiotics will often sterilize the 
urine. When definite obstruction is present in one or 
more of the ureters, these measures alone are in- 
sufficient. 

When medical measures fail, conservative surgical 
procedures may be necessary. An attempt is made to 
salvage the obstructed and damaged ectopic ureter 
and to decompress the corresponding renal segment. 
This procedure includes transposing the orifice of the 
ectopic ureter from the urethra to the bladder and de- 
roofing a ureterocele if present. 

More radical surgical measures are required only 
occasionally. They are reserved for the patient who 
continually wets because of a misplaced ureteral ori- 
fice, or for one who seeks aid in the later stages of the 
disease when the ectopic kidney segment is reduced by 
obstruction or infection to a useless shell. These meas- 
ures include nephrectomy or heminephrectomy, with 
total ureterectomy when reflux is present. 

Excellent follow-up results are presented with de- 
tails of the more challenging cases. 

—Robert Paradny, M.D. 


Displacements of the Ureter (Gli spostamenti dell’ure- 
tere). FRANcHI Bruno. Arch. ital. urol., 1956, 29: 276. 


THIRTEEN INSTANCES of ureteral displacement were 
personally observed by the author at the University 
of Bologna in Italy. Each of the cases is illustrated 
by ascending pyelographic reproductions, and re- 
productions of rare conditions from the literature are 
also given. 

_Case 1 was that of a cyst of the inferior pole of the 
right kidney with compression and medial displace- 
ment of the upper third of the ureter. 

Case 2 was that of a hypernephroma of the lower 
pole of the right kidney with compression and medial 
mega of the middle and upper thirds of the 
eft ureter. 


Case 3 was that of a mass involving the lower pole 
of the right kidney with compression and medial dis- 
Placement of the right ureter. 
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Case 4 was that of polycystic disease of the left 
kidney with the renal pelvis and upper portion of the 
ureter compressed against the vertebral column. 

Case 5 was that of a mass involving the lower pole 
of the left kidney with the kidney markedly elevated 
and the left ureter pushed toward the median line. 

Case 6 was that of a hypernephroma of the lower 
pole of the right kidney with the renal axis rotated 
and lateral and forward displacement of the upper 
third of the right ureter. 

Case 7 was that of a tumor of the left renal recess 
(myxosarcoma) with the entire kidney immured and 
the left ureter pushed medially by the tumor masses. 

Case 8 was that of a carcinoma of the renal pelvis 
on the left side with lateral deviation of the left ureter 
by large lumboaortic metastases. 

Case 9 was that of a retroperitoneal fibrolipoma on 
the right side; ascending pyelography on the right side 
by the Chevasst method revealed medial deviation 
of the middle and inferior thirds of the right ureter. 

Case 10 was that of a calcified ossifluent abscess 
on the left side; descending pyelography revealed 
mild deviation of the upper third of the left ureter. 

Case 11 was that of a myeloid leukemia with tor- 
sion and marked displacement downward of the left 
kidney, and a kinked ureter (secondary ectopia). 

Case 12 was that of a neoplastic mass of the meso- 
colon; descending pyelography gave the impression 
that the renal pelvis and upper third of the ureter 
were displaced medially. 

Case 13 was that of a large vesical diverticulum on 
the left side; descending pyelography revealed medial 
displacement of the pelvic ureter with verticalization. 

From the experience with this material and from 
study of the literature the author arrived at the fol- 
lowing conclusions: (1) the concept is confirmed that 
almost all of the retroperitoneal tumors produce a 
modification of the location of the urinary tract; 
(2) contrary to the affirmation of Foerstel, the tumors 
of the endoperitoneum produce, at least occasionally 
and under particular conditions, displacement of the 
ureters; (3) it is sufficiently demonstrated that the 
alterations in the location and form of the urinary 
tract are not characteristic for either type of tumor; 
(4) the descending pyelogram only rarely demonstrates 
the urinary tract on the most prominent side of the 
abdominal neoformation; the instrumental retro- 
grade pyelography demonstrates the ureteral dis- 
placement and explains the nature of the renal ectopy, 
that is, whether there is a congenital kidney ectopy 
with a short ureter, or whether the renal displacement 
is secondary to the pressure exercised by the tumor 
mass; (5) the use of the modern techniques of roent- 
genologic examination (retropneumoperitoneum, stra- 
tigraphy) clarifies many dubious diagnostic problems 
and furnishes elements for recognition of the endo- 
peritoneal or extraperitoneal location of the tumor. 

—Jjohn W. Brennan, M.D. 


Hematuria from a Subadventitial Varicosity of the 
Lumbar Ureter (Ematuria da flebectasie sottoav- 
ventiziali dell’uretere lombare). Prerro Fasris. Arch. 
ital. urol., 1956, 29: 467. 


THE PATIENT was a 27 year old married woman who 
had given birth to a child 8 months before a hematuric 
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episode occurred. When 16 years of age she had suf- 
fered a brief rheumatic attack, and at 17 years she had 
undergone an appendectomy. The bleeding had 
started 4 days previously and had continued without 
other symptoms until admission. The urine showed a 
heavy brownish discoloration, but without clots. The 
discolored urine was coming from the left ureteral 
orifice; the function of the ureter seemed to be normal. 
Only a mild degree of nephroptosis was found, and a 
narrowed slightly distorted course of the ureter a 
short distance below the renal pelvic outlet on the left 
side; the shadow-casting material passed this narrowed 
portion as a slender thread of shadow. 

Upon exposure of the kidney an elongated mass of 
varicosities was found at the narrowed portion of the 
ureter. These lay in the subadventitial tissues of the 
ureter and had distorted the course of the ureter into a 
looplike structure with its concavity directed medial- 
ward. 

The venous varicosities were carefully removed. A 
number of venous branches coursing vertically from 
the mass through the wall of the ureter were coagulated. 

On the sixth postoperative day urine began to drain 
from the operative incision, later purulent material 
mixed with blood appeared. Reoperation showed that 
a ureteral fistula had developed where the mass of 
varicose tissue had been removed. The kidney and ure- 
ter with masses of granulation tissue and small abscesses 
were removed. — John W. Brennan, M.D. 


BLADDER, URETHRA, AND PENIS 


The Operative Treatment of Cancer of the Urinary 
Bladder (Die operative Behandlung des Blasencar- 
cinoms), S, Perxovié. Langenbecks Arch. u. Deut. &schr. 
Chir., 1956, 284: 583. 


THE AUTHOR’S DISCUSSION is based on a group of 480 
epithelial tumors of the bladder, observed in the 
period from 1946 to 1955. In none was irradiation 
therapy used. 

The surgical treatment employed was transurethral 
electrofulguration in 200 cases (41.6 per cent); trans- 
vesical resection of the tumor in 36 (7.5 per cent); 
partial cystectomy in 56 (11.6 per cent); and total 
cystectomy in 74 (15.4 per cent). In the latter group 
were 4 cases of simple cystectomy, 25 of radical cys- 
tectomy and 45 of pancystectomy. In 53 cases (11 
per cent) the patient refused intervention. Sixty one 
cases (12.7 per cent) were inoperable. The decline 
in indications for total cystectomy from 20 per cent 
6 years ago to 15.4 per cent indicates some improve- 
ment in the public health aspects of this problem in 
Jugoslavia. 

The number of transvesical resections is relatively 
small since the author favors electro-coagulation, 
even in instances usually treated by resection. The 
indications for excision have been extended to include 
many of the multiple relatively benign tumors of the 
bladder which are usually treated by total cystectomy. 
Constant cystoscopic control, with prompt use of 
electro-coagulation for small areas of recurrence or 
suspected recurrence, has proved so successful that 
there seems to be no fear of causing extension of the 
tumor by the less radical surgery. In only one instance 
was it necessary to follow transvesical excision of 


multiple vesical tumors by total cystectomy. This 
patient had neglected to appear for control examina- 
tion. The mortality for transvesical ablation was 3 
per cent (1 patient of 36). 

Partial cystectomy has been reserved for prolifer 
ating tumors with infiltration localized to the mucosa 
and submucosa (16 cases), sharply delimited in- 
filtration of the muscularis (8 cases) and wide infil- 
tration of the bladder wall when total cystectomy 
is contraindicated (32 cases). Among the 16 cases 
mentioned there were only 2 deaths, among the 8 
cases there were 4 deaths, and among the 32 cases, 
there were 21 deaths. 

Simple cystectomy, without removal of the geni- 
talia in the female, and without removal of the sem- 
inal vesicles and prostate, or perhaps with simple 
enucleation of the prostate in the male, is usually 
utilized for treatment of a papillomatosis; however, 
this procedure is not generally recommended (4 
cases). 

Radical cystectomy, removal of the bladder with 
the genitalia but without dissection of the intrapelvic 
lymph nodes (25 cases), was always done in 2 stages; 
ureterocolostomy was performed before the cystec- 
tomy. Pancystectomy, which involved curettage of 
the paravesical space and removal of the cellular 
tissue and lymph nodes in the pelvis, was carried out 
in 74 cases. Among 25 cases of two-stage radical 
cystectomy, there was one operative death; 14 deaths 
occurred within 5 years, and 9 patients are living 
after from 3 to 5 years. One patient could not be 
traced. In none of these instances had the carcinoma- 
tous process broken entirely through the muscular 
wall of the bladder. 

Among the 45 cases of pancystectomy there were 
7 operative deaths (15.6 per cent); since operation 18 
have died. Twenty patients are still living, most of 
whom were operated upon within the past 2 years. 

The results show that the most radical form of 
treatment, pancystectomy, does not control the disease 
process, even when the pelvic lymph nodes are not 
involved. They also show that pancystectomy makes 
cure of the infiltrated bladder carcinoma possible if 
the process has not penetrated the muscle wall of 
the bladder. 

The author hopes for a better solution of the mor- 
bidity incident to ureterointestinal anastomosis. 

—John W. Brennan, M.D. 


Transurethral Resection of the Bladder Neck in the 
Female. Norman M. NE RocGerR W. BARNES, 
Henry L. Haptey, and R. THEeopore BERGMAN. 
Tr. West. Sect. Am. Urol. Ass., 1956, 23: 23. 


‘FHE PATHOLOGIC obstruction of the bladder neck in 
the female was first described by Ambrose Paré in 
1575 and again by DeGroof in 1672. In 1853 Virchow 
concluded that the prostatic homologue in the female 
existed, based upon his observations of the urethral 
glands and retained secretions in elderly women. 
Considerable controversy prevails as to the existence 
of glandular hyperplasia or the “female prostate” 
type of obstruction in the posterior urethra. The 
authors’ histopathologic study of their series of cases 
included and confirms the findings of these types and 
combinations of obstructive lesions. 
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When symptoms of cystitis are accompanied by 
slowness in starting to urinate and lack of force of the 
urinary stream, they are frequently due to contracture 
of the bladder neck. In the female patient who has 
bladder symptoms, this lesion should be suspected and 
cystoscopic study should be directed toward its detec- 
tion. Collar neck contracture of the female bladder is 
the most frequent indication for transurethral resec- 
tion of the vesical orifice. i 

The etiology of collar contracture of the vesical 
margin cannot always be determined, for this condi- 
tion may be definitely congenital in origin. Most con- 
ditions, however, are congenital in predisposition 
with an acquired cause for the onset of symptoms. 
Abnormal thickening of the fibromuscular tissue at 
the vesical outlet is often congenital, but it may be 
asymptomatic until infection, lowered resistance, or 
some other situation produces symptoms and aggra- 
vates the previously quiescent contracture. 

The cystoscopic findings are usually distinctive and 
show a collar-like protrusion that can be seen sur- 
rounding the entire vesical outlet, Trabeculations are 
usually found in the fundus of the bladder and may 
even be similar to the deep trabeculations seen in the 
male patient who has obstruction due to an enlarged 
prostate. 

Other indications for resection of the vesical neck 
are pseudopolyps, granulation, and severe chronic in- 
fammations of the bladder neck that do not respond 
to local treatment. Neurogenic vesical dysfunction in 
women may respond favorably to resections of the 
bladder neck. 

The discovery of a collar contracture of the vesical 
neck is not in itself an indication for transurethral 
resection. When there are insignificant or no symp- 
toms from this lesion, surgery is not indicated. 

A total of 135 resections of the vesical neck were 
performed on 123 female patients for the 11 year pe- 
tiod from 1945 to 1955. One resection was done on 115 
patients, 2 were done on 7 patients, and 6 resections of 
a neurogenic vesical neck were done on 1 patient. 
Most of the patients had the usual symptoms of fre- 
quency, urgency, and burning on urination; 103 of 
the 123 patients had diminished force of the urinary 
stream. Seven of the patients had a diagnosis of neuro- 
genic bladder due to central nerve lesion. 

Although the presence of residual urine is an im- 
portant indication for transurethral resection of the 
vesical neck in women, many patients who obtained 
excellent results from the operation had no residual 
urine. Characteristic obstructive symptoms and a 
cystoscopic diagnosis of collar contracture of the 
bladder neck are sufficient indication for resection 
even though no residual urine is found. 

One-half of the patients were without biadder 
symptoms after healing was complete. A little more 

than a third were improved but still had some bladder 
symptoms. Even though these patients were not cured 
of their bladder trouble, the operation was considered 
to be worthwhile. Thirteen — (11 per cent) had 

same symptoms 6 mon ter surgery as they 
had had before. Four of this group poe improve- 
ment during the first few months, but then their old 
‘ymptoms returned so that there was no permanent 
t from this type of surgery. The 3 patients 
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whose condition became worse following surgery all 
had stress incontinence. One of the 4 whose stress 
incontinence persisted had the same symptom prior 
to surgery and was counted as unimproved rather 
than worse. 

While the surgical indications and technique are 
not as definitely defined as those of prostatic resection, 
a statistical evaluation of 135 resections of the bladder 
neck in 123 female patients shows results which are 
not perfect, but are good enough to warrant continu- 
ing the operation in selected cases. 

—Conrad A. Kuehn, M.D. 


Rupture of the Urethra; a Report of 4 Cases with 
articular Reference to Immediate Surgical Repair 
(La rottura dell’uretra; quattro casi personali con 
particolare riguardo alla riparazione chirugica im- 
mediata). G. Sacnortt. Policlinico, sez. chir., 1956, 63: 
395. 


ONE OF THESE 4 CASES was an instance of rupture of 
the bulbous urethra; the 3 others were instances of 
traffic accidents with rupture of the membranous 
urethra complicating fracture of the pelvis. All of 
the patients were operated upon, and the case reports 
include urethrograms taken later. 

Rupture of the bulbous urethra is a severe injury, 
both because of initial shock and postoperative com- 
plications. Without the aid of antibiotics the mortality 
would be high. 

The rupture of the bulbous urethra was caused by a 
spread-legged fall through a trap door on a winding 
staircase. There was bleeding from the urethra, 
swelling and echymosis of the perineum. Vermooten’s 
sign was absent; rectal palpation showed that the 
prostate was not abnormally mobile. The two stumps 
of the ureter could be approximated at operation and 
sutured end-to-end. The urethrogram later disclosed 
perfect urethral permeability and contour. The only 
complaint of the patient was that he had difficulty 
in emptying the bladder completely at micturition. 

The same optimal results were obtained after the 
three ruptures of the membranous urethra for which 
operation could be done immediately. The two 
urethral stumps were reunited, the patient left the 
hospital within 6 weeks, and the urethrograms later 
showed optimal healing and function of the urinary 
system. 

A less favorable result in another case was due 
to the precarious condition of the patient and the 
fear of rendering the pelvic fracture an open one. 
No attempt at closing the urethral dehiscence was 
made until almost 2 months after the first operation. 
At the second operation the two urethral stumps could 
not be approximaied and the two urethral openings 
had to be joined by means of a rubber catheter. 
At present the patient is still invalided. Dilating 
sounds are used periodically and are difficult to 
introduce. 

The author concludes that immediate operation 
permits end-to-end urethrorraphy of such exactness 
as to protect the surrounding tissues from the menace 
of urinary extravasation, a contingency which is not 
always obviated by suprapubic drainage. The fear of 
rendering the complicating pelvic fracture an open 
one is not valid since the open urethra has already 
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produced this result. The period of disability is re- 
duced by immediate suture of the urethral dehiscence. 
—John W. Brennan, M.D. 


Late Results of Urethroplasty with Polyethylene 
Tubes (Esiti a distanza delle uretroplastiche con 
politene). Mario GLanco Arch. ital. urol., 
1956, 29: 429. 


SEVEN ADULT MALE Docs weighing between 12 and 15 
kgm. were used in the author’s experiments. The 
perineal portion of the urethra in each animal was ex- 
posed over a previously inserted catheter and about 4 
cm. of this portion of the urinary tract was excised. 
Into each of the cut ends of the urethra a polyethylene 
tube was inserted. This tube was of the same size as 
the normal urethra and extended into each urethral 
stump for a distance of about 1 cm. The perineal oper- 
ative wound was closed without drainage and without 
a permanent in-dwelling catheter. Two hundred thou- 
sand units of penicillin and 0.25 gm. of streptomycin 
were given daily for 5 days. 

The subsequent periods of observation were, respec- 
tively, 11 months and 10 days and 1 year for 2 of the 
dogs, 2 years and 2 months for 2, and 2 years and 4 
months for the last two. Other than for some blood in 
the urine and a slight pollakiuria for a few days, the 
general condition of the animals remained perfectly 
normal. A few days before the animals were sacrificed 
urethrography was carried out and perfectly normal 
conditions were found. In 2 of the animals the ure- 
thrography showed the polyethylene tube to be com- 
pletely surrounded by the shadow-casting urine. 

One of the dogs was sacrificed because of acute 
urinary retention after 36 hours (resulting from ob- 
struction of the tube by blood clots). In the remaining 
animals the polyethylene tube was found to be in place 
at autopsy, was surrounded by a heavy cuff of fibrous 
granulation tissue, and this cuff was lined in all in- 
stances except one by a flat, pluristratified epithelium. 
In one exception the inner surface of the cuff was not 
entirely covered by the lining epithelium. This epi- 
thelial lining was uniform in thickness and healthy 
but it was not as thick as in the remainder of the uri- 
nary tract. The bladder walls and the kidneys were 
histologically normal. 

The author concludes that the polyethylene tube is 
perfectly tolerated by the living tissues and can be 
relied upon to assure reconstruction of the extirpated 
portions of the urethra, even in the field of human 
urethral pathology. In accordance with the recent 
experimental work of Pariente, the author thinks it 
might be advantageous to fit the polyethylene tube 
inside of a portion of the saphenous vein before im- 
plantation, or to suture the stumps of the urethra to 
the tube. — John W. Brennan, M.D. 


Tuberculosis of the Penis. Hst-En, An- 
SHENG, Ouyanc and Ler At-Ten. Chin. M. 7., 
1956, 74: 465. 


TUBERCULOUS ULCERATION of the penis is rare. In 1946 
Lewis collected 110 cases. The urethra is highly re- 
sistant to tubercle bacilli but tuberculous disease of the 
urethra is more common than that of the penis. 

The penis becomes infected by direct contact, direct 
spread from a focus in other organs of the genitourin- 


ary system, or by hematogenous spread. Direct contact 
is the most common method. 

The most common site is the glans penis where the 
lesion begins as a small red papule which becomes a 
pustule and later undergoes superficial ulceration. The 
ulcer is sensitive, sharply defined, and covered by 
granulation tissue. As the ulcer enlarges the edges be- 
come undermined. The surrounding and underlying 
tissues show infiltration and induration. The ulcer may 
be multiple, with a tendency to spread and coalesce 
until the entire glans and varying portions of the shaft 
of the penis are involved. There is an attempt at heal- 
ing, with the resultant fibrosis causing curvature of the 
penis on erection. Microscopically, the picture is that 
of tuberculosis elsewhere. 

The initial symptom is pain at the site of the ulcer. 
The superficial inguinal nodes become enlarged and 
tender. Destruction of the organ, obstruction of the 
urethra with associated ascending infection, and dis- 
semination of the tuberculous process are the major 
complications. 

The diagnosis is confirmed by biopsy of the ulcer. 
The differential diagnosis includes balanitis, herpes 
progenitalis, chancroid, chancre, epithelioma, and 
granuloma inguinale. 

The prognosis has been poor, with most children 
dying within one year after the onset. In adult mor- 
tality rates have been about 12 per cent. The prognosis 
will be greatly improved by the use of the newer anti- 
biotics and chemotherapeutic agents. 

In the past amputation of the penis was the only 
effective method of therapy. Other types of treatment, 
a. chemotherapy and diathermy, have proved 

utile. 

The authors report 2 cases.of patients with penile 
tuberculosis, one of which was treated successfully with 
streptomycin, isonicotinic acid hydrazid, and para- 
aminosalycilic acid. This case has been followed up 
for one year and the ulcer has remained healed. 

—Robert Paradny, M.D. 


Nine Cases of Epithelioma of the Penis (Considera- 
zioni su 9 casi de epitelioma del pene). Makrio 
Guauco Rass. ital. chir. med., 1956, 5: 371. 


THE AUTHOR observed 9 patients with epithelioma of 
the penis. At the time of operation their ages ranged 
from 37 to 80 years. All of the penial cancers were of 
the spinocellular type except one, a_basocellular 
epithelioma. 

In all of the patients the carcinomatous process was 
advanced, with evident bilateral metastatic involve- 
ment of the inguinal lymph nodes. In every patient 
except one subtotal amputation of the penis was cat- 
ried out, together with excision of the inguinal lymph 
nodes. In the one instance, a malignant process 
localized to the prepuce, extirpation of the process 
was carried well into the healthy tissues. The excised 
tissue included the prepuce and part of the glans 

nis. 
eo was followed by roentgen therapy: 
With close co-operation between the roentgenologist 
and the sugeon the results will be superior to those 
following the exclusive use of radiation therapy, but 
in inoperable cases radiation therapy is the only re 
course. 
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There were 3 deaths. One occurred as the result of 
an aortic aneurysm almost 5 years after the interven- 
tion. The other 2 deaths followed complications of the 
neoplasm. One patient presented signs of pulmonary 
metastases with emaciation and died 1 year and 5 
months after operation. The other patient died 10 
months after operation following rupture of the left 
femoral vein resulting from recurrence of the neo- 
plastic process in the left inguinal region. 

Of the 6 patients who are still alive, 1 shows, ap- 
proximately 2 years after the operation, a recurrence 
in the left inguinal region. Another patient has been 
operated upon too recently to permit conclusions re- 
garding the result. The remaining 4 surviving patients 
were found to be free of recurrence or metastasis at a 
recent clinicoroentgenologic examination. Only 1 
can be considered definitely cured. This 89 year old 
patient has now survived for 8 years since operation. 
The other 3 have remained well for periods ranging 
from 2 years to 5 months. 

—John W. Brennan, M.D. 


GENITAL ORGANS 


The Treatment of Cancer of the Prostate with Phos- 
phorylated Estrogens (La terapia del cancro della 
ee con estrogeni fosforilati: difosfato di esestro- 
and F. Curereco. Arch. ital. urol., 1956, 


WiTH THE IDEA of combining an ester of phosphorus 
with a synthetic estrogen in the treatment of prostatic 
cancer, the authors replaced the well known estrogen 
stilbestrol with esestrolo as they considered it less 
toxic: 


C.H; C,H; 
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This hormone was prepared as a 5 per cent solution 
of the sodium salt with a pH of 8 to 8.5. 

The preparation can be injected intravenously 
without incident; it has an elective action at high 
concentration against the prostate gland, particularly 


against the neoplastic cells, and it has no collateral 
tminizing hormone action. 

For the first 2 days the dosage consisted in nearly 
tvery instance of 250 mgm. daily. On the third, 
fourth, and fifth days the dosage was increased to 
500 mgm. This dosage was then administered daily 
‘or 20 to 40 days. Upon dismissal from the hospital 

patient was told to continue the treatment at 
tome, with the ordinary synthetic estrogens. The 
patient returned after 15 to 20 days for a control 
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examination. The final control examination, after 
30 to 60 days, was made on 17 patients. 

The usual tests and examinations were conducted 
on all of the patients. Ten cases are discussed in the 
original text with photomicrographs showing the 
Papanicolaou cytologic examination before treatment, 
the histologic examination of a transperineal biopsy 
specimen, and the cytologic control between the 
tenth and thirtieth days of treatment. 

As the result of this treatment there was observed, 
in general, an improvement of the general and local 
condition of the patient, a rapid regression of the 
volume and consistency of the prostate, and an ab- 
sence of collateral feminizing effects (of particular 
note was the absence of any evidence of gynecomastia). 
In agreement with other writers the authors found 
that the phosphorylated synthetic estrogens exercise 
a particularly intense antineoplastic activity, an 
activity that is not equalled by other therapies avail- 
able at present. Some moderate elevations of temper- 
ature caused by the preparation are ascribed to an 
exaggerated cytolytic effect. The cytologic (Papanico- 
laou) control examinations showed a rapid modifica- 
tion of the exfoliated cells. Some of the patients whose 
condition had proved refractory to the current syn- 
thetic estrogens exhibited a rapid decrease in urinary 
symptomatology when treated with the phosphory- 
lated estrogen described. 

— john W. Brennan, M.D: 


A Study of 229 Consecutive Cases of Total Perineal 
Prostatectomy for Cancer of the Prostate. RopERICK 
and Etmer BELT. 7. Urol., Balt., 1957, 77: 


THE AUTHORS REPORT the results of the treatment of 
229 patients with prostatic carcinoma by radical peri- 
neal prostatectomy with the technique of Belt. This 
method differs from Young’s original description of the 
operation in that the approach through the perineum 
is between the rectum and the anal sphincter and a 
cuff of bladder is removed only if invasion of the blad- 
der by carcinoma has occurred. 

The carcinomas were graded on the basis of 1 to 4 in 
152 cases and were found to be low grade (grade 1 or 2) 
in 61 per cent of the cases and high grade (grade 3 or 4) 
in 27 per cent. In the remaining 12 per cent squamous 
metaplasia rather than carcinoma was observed; all of 
the 229 patients had received estrogenic therapy prior 
to operation. Nine patients (3.9 per cent) died after 
operation. 

Of the 229 patients, 131 had had follow-up for 5 
years or more, and 68 for 10 years or more. The 5 year 
survival rate was 43 per cent, and the 10 year survival 
rate was 21 per cent. Particular attention was given to 
those patients in whom the carcinoma was found to be 
intracapsular by microscopic examination of the ex- 
cised specimen. Forty-two patients in this category had 
had follow-up for 5 years or more and 17 patients for 
10 years or more. The 5 year survival rate was 76 per 
cent, and the 10 year survival rate was 47 per cent. 

The average stay in the hospital was 11 days, but 
more recently has been decreased to 8.5 days. Tem- 
porary incontinence (4 months to 1 year) occurred in 
10 per cent of the cases and persistent incontinence 
(more than 1 year) occurred in 6 per cent. 
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The authors urge earlier recognition of prostatic 
carcinoma by the general practitioner and point out 
that digital examination of the posterior aspect of the 
prostate is a more effective means of discovering the 
presence of early prostatic cancer than more elaborate 
methods of study. They suggest that the 10 year sur- 
vival rate of 47 per cent after total perineal prostatec- 
tomy in that group of patients in whom the carcinoma 
was microscopically confined to the prostate should 
alert all urologists to the need for the immediate appli- 
cation of this procedure for cure of this disease. 

—Laurence F. Greene, M.D. 


The Treatment of Undescended Testes. James C. 
Kimsroucu and Jostau F, Jr. 7. Am. VM. Ass., 
1957, 163: 621. 


THERE are three types of developmental defects of the 
testes: (1) cryptorchism, in which the testis is retained 
in the abdominal cavity extraperitoneally; (2) in- 
guinal defect, in which the testis is arrested in its 
descent in the inguinal canal, and (3) subinguinal 
defect, in which there is maldescent of the testis into 
the femoral, inguinal, pubic, or crural region. Em- 
bryologists, in discussing testicular descent, mention 
many factors (including hormonal influence) which 
may play a part in bilateral lack of descent. However, 
in unilateral descent, it is apparent that there are 
local etiological factors in the inguinal canal and/or 
in the testis itself. 

The normal testis of the child undergoes distinct 
histological changes soon after birth, when the child 
is from 5 to 7 years old, and again during his pre- 
puberal, puberal, and postpuberal periods. Within a 
few days after birth, there are marked degenerative 
changes in the large interstitial cells aud their nuclei. 
During the succeeding 5 years, the testis remains rela- 
tively dormant. After the fifth to seventh year, the 
seminiferous tubules start to develop. As the age in- 
creases, more tubules open and, at puberty, spermato- 
gonial development and mitotic activity have pro- 
gressed to the production of recognizable spermatids. 
As the testis ages, gradual degenerative changes occur. 

The histopathology of the undescended testis has 
long been debated with respect to prepuberal changes, 
the effects of hormonal and surgical treatment, and 
the efficacy of such therapy. The postpuberal unde- 
scended testis, with some exceptions, shows marked 
changes which are often comparable with the changes 
of senility. Hernia and congenital malformation of 
the inguinal canal are usually present. The endocrine 
function is probably normal, but spermatogenesis is 
usually absent. 

The dangers inherent in cryptorchism are torsion 
due to the loose attachment of the epididymis to the 
testis, strangulation of the associated hernia, and 
trauma because of fixation in the inguinal canal. The 
statistics regarding the incidence of a malignant con- 
dition in undescended testes are inaccurate and con- 
fusing. However, it is indicated that the actual in- 
cidence is many times that in the normal testis. 

The methods of treatment may be considered under 
three divisions. First, there is watchful waiting. This 
may be done in cases of unilateral undescended testes 
until the child’s sixth year. Cases of bilateral defects 
should be observed no more than 3 years. Perineal, 


femoral, crural, and pubic placement of the testes 
should be corrected between the ages of 1 and 2 years, 
The second form of treatment is medical, consisting 
of the administration of androgens, therapy with 
chorionic gonadotropin, and replacement therapy 
with testosterone. Stimulating hormones should never 
be used routinely or over long periods. The post- 
operative use of hormone therapy is of doubtful 
value. Replacement therapy with testosterone is never 
indicated. The third type of treatment is surgical. 
After a fair trial, neither watchful waiting nor medical 
treatment should be depended on in the hope of 
avoiding operation. 

It has been determined that the undescended testis 
develops normally until the fifth or sixth year. At that 
time, development is arrested and regression may 
occur. Hence, early operation is imperative. 

A review of the procedures, technique, and _post- 
operative care is discussed. 

The results of treatment depend to a great extent 
on the degree of defect prior to treatment, whether 
treatment is medical or surgical, and the age at which 
operation is performed. The presence of fertility de- 
pends on the degree of atrophy of the testis and the 
condition of the epididymal attachment prior to sur- 
gery. —Edward 7. Frishwasser, M.D. 


MISCELLANEOUS 


Traumatic Urinary Injuries; Pitfalls in Their Diag- 
nosis and Treatment. KENNETH M. Lyncn, 
Urol., Balt., 1957, 77: 90. 


THE AUTHOR advises that a definitive diagnosis should 
be made concerning the location and severity of in- 
juries to the urinary tract. In suspected renal in- 
juries, the plain roentgenogram of the renal areas 
may disclose the loss of renal or psoas outlines. Ex- 
cretory urography may reveal a diminished or ab- 
sent renal function or extravasation of the medium; 
retrograde pyelography will delineate the extent of 
injury. Retrograde cystography is necessary in the 
study of suspected injury to the bladder. The in- 
ability to pass a urethral catheter or the extravasa- 
tion of medium noted in a urethrogram indicates 
urethral injury. : 
The author presents 4 cases of injuries to the urin- 
ary tract and points out the pitfalls in association 
with the diagnosis in each case. 
—Laurence F. Greene, M.D. 


The Use of the Isolated Meal Loop in Pediatric Urol- 
ogy. P. P. Ricxuam. Brit. J. Urol., 1956, 28: 394. 


In 15 cases of children between the age of 6 months 
and 10 years, the author has substituted successfully 
an isolated ileal loop for a malfunctioning or con- 
genitally involved bladder. Lesions of the spinal cord 
are notorious in their end effect on urinary and fecal 
control. Five children, 6' months to 10 years of age, 
were subjected to the ileal loop substitution procedure 
as early as possible to avoid permanent upper urinary 
tract damage but after adequate investigation 
clearly established the irreparable nature of the pa- 
thology. Six children, 2 to 7 years of age, who 
epispadias with exstrophy of the bladder have success 
fully undergone ureteroileostomy. 
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In contrast with other procedures for diversion of 
the urinary stream in congenital abnormalities in 
which the weakened anal sphincter leaves much to 


be desired, the ileal bladder substitution permits 


excellent drainage of the urinary tract, often without 
infection, as well as better management of the fecal 
stream by acceptable techniques other than surgery. 

In less frequently encountered conditions such as 
posttraumatic incontinence, chronic urethral ob- 
struction, and megaureter the technique is quite ef- 
fective. It is easy to anastomose the dilated ureter 
to the ileal segment without the usual anxiety over 
the possible reflux of fecal material, as encountered 
in the ureterocolic technique. 

Not unlike other adjustments which children make, 
however, the use of an ileostomy bag poses little or 
no problem to these young people. 

— Peter L. Scardino, M.D. 


Small Intestine as Ureteral (Der Duenn- 
darm als Harnleiterersatz). Kurt Utirzscu. Zschr. 
Urol., 1956, 49: 645. 


AN ISOLATED Loop of small intestine has been used 
recently as a ureteral replacement by a number of 
authors. The conditions in which this method appears 
applicable are fistulas, strictures, and tumors. Seven- 
teen cases have been reported in the world literature 
up to 1954. 

It is interesting to note that as far back as 1909 the 
method had been used in a human being by Shoe- 
maker. Experimental work had been done by Fenger 
in 1894, and by d’Urso and de Fabii in 1900. Sub- 
sequently, little was written about this technique 
although small intestine had been utilized as a sub- 
stitute for the urinary bladder and for the purpose of 
increasing the capacity of a severely contracted bladder. 

Boeminghaus revived interest by stating that the 
method deserves consideration in certain isolated 
instances in which the condition present does not 
lend itself to the more conventional and tested tech- 
niques. The author had occasion to use this method 
in one case and also conducted some pertinent animal 
experiments. 

The patient was a 41 year old woman with a uretero- 
vaginal fistula. A Wertheim procedure was done on 
May 1, 1954, because of a squamous cell carcinoma 
of the cervix, grade II. The fistula developed on the 
twenty-fifth postoperative day. Deep x-ray therapy 
was given in September of 1954. She was referred to 
the author on December 10, 1954. 

Intravenous pyelogram revealed a right hydro- 
nephrosis. There was persistent dribbling of urine 
from the vagina and the patient complained of dull 
pain in the right flank. Her general condition was 
fir. The vaginal opening of the fistula could be 
visualized easily and the presence of a vesicovaginal 
fstula was ruled out. Ureteral catheterization on the 
right revealed an impermeable obstruction about 5 
centimeters from the ureterovesical junction. The 
age of the patient and the presence of fairly good 
function of the right kidney made its preservation 
desirable. 

Surgical exploration was done on December 18, 
1954. The size of the defect made reimplantation of 
the ureter impossible and an extensive formation of 
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scar tissue did not allow the raising of a bladder flap 
to bridge the defect. A ureteral catheter was inserted 
into the proximal ureteral stump, advanced into the 
renal pelvis, and fixed to the proximal ureter with an 
absorbable suture. A loop of ileum was chosen which 
was 16 to 18 centimeters long and about 20 centi- 
meters proximal to the ileocecal valve. The continuity 
of the intestinal tract was re-established by end-to- 
end anastomosis. The upper end of the intestinal loop 
was closed and an end-to-side ureterointestinal anas- 
tomosis was performed by the Coffey technique. The 
open, lower end was anastomosed to the urinary 
bladder by the mucosa-to-mucosa technique after 
incising the bladder wall for a distance of 2 to 2.5 
centimeters between the stay sutures. The lower end 
of the loop was freshened by excising a cuff of about 
1.5 centimeters, and the anastomosis was completed 
by means of 8 to 10 interrupted sutures. The ureteral 
catheter was brought out through the urethra and 
fixed to an indwelling urethral catheter. The mesen- 
tery of the isolated loop of bowel was fixed to the 
posterior peritoneum with several sutures. 

Antibacterial agents and parenteral fluids were 
given during the postoperative period. The course 
was essentially uneventful; ureteral and urethral cath- 
eters were removed on the tenth postoperative day. 

One year and 9 months after operation the pa- 
tient’s condition was good. Clinical evidence of in- 
fection appeared twice in November, 1955 and again 
in April, 1956. The blood chemistry results were 
within the range of normal. An intravenous pyelo- 
gram showed hydronephrosis but less than existed 
preoperatively. There was a stricture at the site of 
the vesicointestinal anastomosis. The ureteral cath- 
eter, however, could be made to pass and would curl 
up within the loop. There was no evidence of reflux. 

The author also describes the results of two animal 
experiments performed on dogs. In the first test 
animal, the entire left ureter was replaced with an 
isolated loop of bowel. Upper and lower anastomoses 
were done by the end-to-end technique. The right 
upper tract was removed in a second surgical pro- 
cedure. Nine months after the initial procedure the 
animal was well. There was a moderate hydronephro- 
sis as shown by intravenous pyelogram and minimal 
nitrogen retention. The author concluded that re- 
absorption from the loop did not constitute a major 
obstacle. 

The second animal had both ureters replaced and 
suflered progressive urosepsis. When sacrificed 5 
weeks later, a severe stenosis of the vesicointestinal 
anastomosis was found. 

The author concludes that stricture at the site of 
the anastomosis, with resulting infection, constitutes 
the greatest obstacle in this procedure. Perfection of 
the technique of anastomosis is of the greatest im- 
portance. End-to-end ureterointestinal anastomosis, 
rather than end-to-side anastomosis as practiced in 
the author’s case, was considered to be preferable. 
Ureteral splinting was thought to be undesirable and 
predisposing to the formation of a stricture. The 
author believes, however, that at this time a ureteral 
catheter is indispensable. The absorption from the 
isolated loop was not considered to be a major problem. 

—Heinz E. Cron, M.D. 
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Advances in and Indications for Transurethral Sur- 
ery (Betrachtungen ueber die Fortschritte und 
ndikationen der transurethralen Chirurgie). J. 

Brrscuai and G. Hamaout. Urologia, Treviso, 1956, 23: 
453. 


‘THE InbDIcATIONS for transurethral surgery are con- 
sidered under three headings: (1) diseases of the pros- 
tate, (2) changes in the neck of the bladder, and (3) 
diseases of the bladder itself. 

The method may be employed in 90 per cent of 
benign hypertrophies of the prostate; excluded only 
are (3) cases in which the prostate weighs more than 
80 gm., and (b) conditions in the urethra which render 
the introduction of the instrument impossible. 

The general advantages of the method are that the 
mortality is less than with surgery and that the method 
is available for senescent and debilitated patients in 
whom prostatectomy is hazardous. The method is 
preferred in treatment of the fibrosclerotic prostate 
in which finding the line of cleavage between the 
adenoma and the capsule is difficult or impossible. 
Good results have also been secured in cases of pros- 
tatic stone with urinary symptoms and in cases of 
prostatic abscess. 

In prostatic cancer the diagnosis is generally made 
too late for surgical treatment. The symptoms may be 
combated by estrogenic treatment, cortisone, and sub- 
capsular castration, but obstruction of the urinary 
flow is best relieved by transurethral resection, which 
obviates cystostomy in old, debilitated patients. The 
operation may be repeated. The author cites one pa- 
tient who underwent transurethral resection twice in 8 
years and during this time was able to carry on his 
ordinary occupation. 

In the presence of changes in the bladder neck, 
transurethral resection has afforded good results in 


spastic and other forms of obstruction to the urinary 
passages and in patients with flaccid paralytic bladder 
neck. The vesical cervical polyp which is so frequent 
in women with chronic vesical inflammation prac. 
tically demands this method. Frequently a hypertro- 
phied internal vesical sphincter with sclerotic changes 
is also found in women; the symptoms are sufficiently 
like prostatism to give rise to the designation “‘female 
prostate.” The removal of a few bits of tissue from the 
vesical neck produces a permanent cure. In the classic 
stress incontinence of women who have borne children 
the preferred treatment in many instances is electro- 
coagulation of the vesical sphincter muscle (Bitschai), 
which spares the patient the onus of more or less 
radical surgery. 

In the bladder the release of a stone in the ureteral 
ostium, the relief of congenital hypertrophy of the 
interureteral bar and the removal of benign recurring 
cystic tumors without repeated cystotomies are proper 
indications for transurethral electrocoagulation. The 
bilharzia papillomas which are so common in Egypt 
are particularly suited for treatment by this method. 
(This report is from the Israelite Hospital in Alexan- 
dria, Egypt). 

In malignant tumors of the bladder transurethral 
resection gives better results than either surgery or 
irradiation therapy. By this method the tumor can be 
removed from deep in the bladder muscle, and healing 
is rapid and complete. In a tumor involving the 
ureteral opening the ostium may be removed by endo- 
scopic resection without necessitating reimplantation 
of the ureter with all its unfavorable results. The au- 
thors are convinced that vesical tumors should be 
treated transurethrally when it is technically possible. 
Close collaboration with the roentgenologist is of 
great importance. — John W. Brennan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Internal Derangement of the Knee Joint Including 
Ligamentous Tears. Joun R. Norcross. Surg. Clin. 
N. America, 1957, 37: 91. 


THE MOST IMPORTANT step in making a correct diag- 
nosis of an injury to the knee is a detailed history 
which takes into account the onset and course of 
symptoms. The physical findings and the x-ray exam- 
ination are helpful in substantiating the patient’s 
story. 

The knee, the largest articulation in the body, is 
classified as a hinge type joint because its chief mo- 
tions, flexion and extension, occur about an axis that 
lies in the transverse plane. For one to have a normal 
knee, both the ligamentous and the muscular system 
must be intact. The importance of a good strong 
quadriceps muscle cannot be over-emphasized. A pa- 
tient may have a relaxed capsule or a torn ligament, 
but can maintain stability by development of the 
quadriceps. Conversely, in the presence of an atro- 
phied quadriceps muscle the knee will be weak and 
unstable even though the capsule and ligaments are 
normal, 

The most important instruction that can be given 
the patient with an injury to the knee is to exercise the 
quadriceps every hour throughout the day. This is 
true even when the knee is immobilized. The patient 
should be taught how to “tighten” the quadriceps 
muscle. Wasting of the quadriceps may, in itself, be a 
source of considerable disability. The author states, 
“The operation was successful but the patient cannot 
go up or down stairs without falling; this phenome- 
non may be due to insufficient power in the quadri- 
ceps muscle. —C. Fred Goeringer, M.D. 


Intra-Articular Injections of Hydrocortisone in the 
Treatment of Posttraumatic Hydrarthrosis of the 
Knee; Clinical, Histological, and Histochemical 
Observations (L’idrocortisone intrarticolare nell’id- 
tartro post-traumatico del ginocchio; osservazioni 
cliniche, istologiche ed istochimiche). CARLO BELLONI, 
SteLio Criro’, and ALpomir GospopinorF. Policlinico, 
sez. med., 1956, 63: 419. 


Tue cases of 70 patients with posttraumatic hydrar- 
throsis who were treated by local injections of hydro- 
cortisone are here reported. These patients ranged in 
age between 18 and 40 years. Most of the patients 
came to treatment early, that is, within a day or so af- 
ter the accident. Patients with findings indicating the 
presence of hemarthrosis were not included. In all of 
the cases the joint was first aspirated and then 50 
mgm. of hydrocortisone injected. 

_In approximately 50 per cent of the cases the pa- 
tent was able to bear weight on the joint 24 hours 
after the injection, and in succeeding days the improve- 
ment progressed to complete restitution of function of 
the limb. Patients engaged in sports were able to re- 
sume their athletic activities after from 5 to 7 days. In 
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every instance the pain was greatly ameliorated after 
24 hours; in many instances it stopped completely. 
In a few cases there was a tendency toward return of 
moderate pain after 24 hours, but this pain was not 
severe and did not last long. 

There was always an early, although gradual, dimi- 
nution of the periarticular edema; the effusion, on the 
other hand, tended to reform in the first 48 hours fol- 
lowing the puncture, and finally regressed in the suc- 
ceeding 24 or 48 hours. When the joint effusion tend- 
ed to persist a second puncture was made and another 
intra-articular injection of 25 mgm. of hydrocortisone 
was given. The local temperature, measured with the 
thermostat, diminished progressively. 

From the results obtained in this series of cases it 
may be concluded that a definitive clinical cure with 
recovery of the articular function was obtained in 84 
per cent of the cases within 1 to 3 days following in- 
troduction of the hydrocortisone. 

In the cases in which a biopsy of the synovial tissues 
could be procured, the tissue specimens following the 
hydrocortisone therapy showed an almost complete 
return to normal findings with 1:10 formol-Ringer 
fixation and staining with the hematoxylin-eosin of 
Mallory, and with the periodic acid-leucofuchsin 
stain for the mucopolysaccharides. In comparison 
with the methods of treatment previously employed, 
this treatment may be regarded as specific for post- 
traumatic hydrarthrosis of the knee joint. 

—John W. Brennan, M.D. 


A nag and Clinical Study of Meniscal Cysts 
(Zur Klinik und Pathogenese der Meniskuszysten). 
J. THurNER and P. Nicrisoui. Zschr. Orthop., 1956, 
88: 164. 


THE AUTHORS REVIEW 22 cases of cysts of the lateral 
meniscuses. The clinical symptoms consisted of pain 
in the involved knee joint, a feeling of fatigue, and 
limitation of motion. Many patients experienced 
pain at night. Several patients also gave a history 
of locking of the involved knee joint and of crepita- 
tion on extreme flexion. On examination the cyst usu- 
ally is located over the knee joint; it is prominent when 
the knee is held in complete extension, but may disap- 
pear completely on flexion. The cyst is of a bony or 
elastic-like consistency, without tenderness on local 
palpation. 

Gross examination showed the cysts to occupy the 
mid-portion of the removed meniscus. On the average 
the cysts measure 1 centimeter in diameter. The 
inner surface is smooth and the lumen usually con- 
tains transparent, gelatinous-like material. On micro- 
scopic examination the inner wall of the cyst is 
found to be lined by cells which resemble fibroblasts. 
In many sections these cells are indistinguishable 
from epithelial cells or chondrocytes. The ground 
substance of the connective tissue between the cysts 
is homogenous and in many areas shows degenerative 
changes. Macrophages and proliferating capillaries 
are seen also. The lumina of larger blood vessels may 
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be obliterated. The cysts may be subdivided into 
separate compartments by delicate septa. 

The author suggests that the primary pathogenesis 
of the meniscal cysts consists of changes in the ground 
substance of connective tissue. Microscopically, 
the condition is recognized as fibrinoid degeneration. 
The fibrils of the connective tissue become fragmented 
and the fibroblasts become wandering phagocytes 
which, after digestion of the degenerated substance, 
are deposited locally or transported to the next 
lymph node. These changes appear to follow chronic 
trauma which is exerted upon the knee joint over 
long periods of time. Since the meniscal cysts are 
not lined by a true epithelium and do not meet the 
histologic criteria of a tumor, the author rejects the 
theory that the cysts represent a neoplastic growth. 
Instead, he suggests that the degenerative changes 
precede and are responsible for the formation of the 
meniscal cyst. He proposes to use the term, menis- 
comalacia pseudocystica, which is more descriptive 
for the underlying pathologic changes that lead to 
the formation of meniscal cysts. 

—George Wichman, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Surgical Excision of Psoas Abscesses Resulting 
from Spinal Tuberculosis. JosepH A. WEINBERG. 7. 
Bone Surg., 1957, 39-A: 17. 


THE AUTHOR describes an operation for the excision 
of psoas abscess and sinus tracts arising from tuber- 
culous lesions of the spine. This operation had been 
carried out in 13 patients. The patient is placed on 
his back at a 30 degree angle, and the incision is made 
from just below the twelfth rib posteriorly and di- 
rected forward and down midway between the rib 
and ilium, ending 5 centimeters from the promi- 
nence of the pubis on the same side. The external 
oblique, the internal oblique, and the transverse ab- 
dominal muscles are incised in the direction of the 
fibers of the external oblique and the approach is 
continued into the latissimus dorsi. The transversalis 
fascia is divided to expose the retroperitoneal space 
and the lesion is then excised. 

There were no deaths reported among the 13 pa- 
tients undergoing this operation. The only complica- 
tion was severance of the femoral nerve in one patient. 

—Edgar L. Ralston, M.D. 


Discoid Lateral Meniscus of the Knee Joint; Nature, 
Mechanism, and Operative Treatment. EMANUEL 
B. Kaptan. 7. Bone Surg., 1957, 39-A: 77. 


THE INCIDENCE of discoid lateral meniscus of the knee 
joint is not great. Six patients with this entity have 
been operated upon by the author. The etiology of 
discoid meniscus and the mechanism of the clicking 
sound it causes have been explained only partially. 
The operative removal of a discoid meniscus is more 
difficult than that of a nondiscoid lateral meniscus. 
Studies of the embryology, comparative anatomy, 
and mechanism of the meniscal motion were made by 
the author to further explain these findings. 

The embryologic study of human fetuses showed 
that at no time in the development of the human fetus 


does the lateral or medial meniscus assume a discoid 
form. A series of comparative anatomy dissections of 
mammals, birds, amphibians, and reptiles was done 
and no instance of a lateral or medial meniscus that 
resembled a disc could be found. 

The lateral meniscus in the normal human knee is 
attached to the tibial surface on the anterior and pos- 
terior aspects of the lateral intercondylar tubercle. 
The lateral meniscus is attached to the femur by the 
— ligament called the ligament of Wris- 

rg. 

The mechanism of normal mechanical motion is 
quite well known to most investigators. The differ 
ences in humans and animals are discussed. 

Operation disclosed that the discoid lateral menis- 
cus had no posterior attachment to the tibial plateau. 
It was also found that it was attached to the lateral 
aspect of the medial condyle of the femur by the 
meniscofemoral ligament. At each extension of the 
knee joint the meniscus is displaced into the inter- 
condylar space. At each flexion it was pulled laterally 
by the coronary ligament and the tendon of the pop- 
liteus. The mediolateral movement was responsible 
for the clicking sound. 

It is believed that certain individuals are born with 
a lateral meniscus that is unattached to the posterior 
aspect of the tibial plateau but of a circular or semi- 
circular form. The constant mediolateral motion in 
the growing child produces thickening and changes in 
the cartilage and results in the discoid type of menis- 
cus. 

To avoid the difficulties of removal, the discoid 
meniscus should be removed through two incisions. 
One of these is made between the biceps femoris and 
lateral collateral ligament and the other between the 
patellar ligament and the iliotibial band. The prin- 
cipal part of the procedure is the division of the liga- 
ment of Wrisberg to free the meniscus from behind. 

—Donald C. Geist, M.D. 


FRACTURES AND DISLOCATIONS 


Treatment of Supracondylar Fractures in Children 
(Behandlung supracondylaerer Fracturen im Kinde- 
salter). K. ViERNSTEIN and P, JANTZEN. schr. Orthop., 
1956, 88: 198. 


THE AUTHOR subdivides the types of fractures of the 
elbow in children into the following groups: supra- 
condylar extension and flexion fractures, epiphysial 
separations, and fractures of the capitulum humeri, 
trochlea, and medial condyle. Closed reduction should 
be done as soon as possible after the accident, since 
callus formation is very rapid in children; it may 
be seen on the roentgenograms by the end of the 
second week. A meticulous reduction of the fractured 
fragments is important to insure good function of the 
elbow joint. A flexion contracture of the elbow is more 
disabling than an extension contracture. 
Supracondylar extension fractures occur in 90 per 
cent of all fractures about the elbow joint. Clinical 
examination and roentgenograms are the diagnostic 
means. The spasm of the muscle leads to a typical de- 
formity which should be corrected during the reduc- 
tion. After the angulation, rotation, and lateral devi- 
ation are corrected, a spica cast should be applied with 
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the elbow flexed to 110 degrees and the forearm in 
pronation. A window should be made over the radial 
artery and the pulse should be checked at regular 
intervals. When signs of constriction appear the cast 
should be bivalved and the pressure relieved. In this 
way ischemic contracture of the forearm muscles can 
be prevented. In about 25 per cent of these cases a 
redislocation of the fragments occurs and open reduc- 
tion is indicated. The flexion type of supracondylar 
fracture is simple to reduce by closed manipulation. 
Immobilization should be accomplished by a long arm 
cast, with the elbow in complete extension. When the 
injury is caused by a fall on the olecranon, an epiphy- 
sial separation should be expected. Epiphysial separa- 
tion is extremely difficult to recognize on the roent- 
genograms. Adduction or abduction shearing trauma 
leads frequently to fractures of the capitulum. It is 
often associated with fractures of the radial head. 
The fractured fragment may be anteriorly angulated 
and still attached to the humerus. The fragment al- 
ways appears smaller on the roentgenograms than 
on the actual inspection. In these fractures an accu- 
rate reduction often can be obtained only surgically. 
For the best functional results it should be anatomi- 
cally reduced and transfixed with a wire. In the old 
cases when the fragment is separated, it can be re- 
moved. Cubitus valgus is the most frequent compli- 
cation of these fractures. Fractures of the trochlea 
should be treated in the same way as fractures of the 
capitulum. 

Fractures of the medial epicondyle epiphysis in 
children between 13 and 18 years of age are seen. 
When the arm is forced into abduction the force is 
transmitted through the medial collateral ligament 
or insertion of the flexor muscles and the medial 
epicondyle is frequently avulsed. Sometimes it is dis- 
placed into the joint cavity. If a closed reduction by 
simple manipulation does not restore the fractured 
epicondyle into the original place an open reduction 
and transfixion of the fragment with a wire is indi- 
cated. The ulnar nerve should be retracted during 
this operation. 

If open reduction is indicated in any of the cases 
described, it should be done at the end of the second 
week when the hematoma has subsided. When 
Kirschner wire or some other metal is used for fix- 
ation it should be removed at the end of the fourth 
to the sixth week. The cast should be removed in 14 
days and active motion should be started. Physio- 
therapy is indicated in the rare cases in which flexion 
contracture is present. —George Wichman, M.D. 


Intramedullary Fixation of Pathological Fractures. 
Ever W. JOHNSON, Jr. 7. Am. M. Ass., 1957, 163: 417. 


INTRAMEDULLARY FIXATION of fresh fractures has re- 
ceived much attention. However, the similar treat- 
ment of pathologic fractures in weight-bearing bones, 
especially the femur, while not so widely favored, is 
still a worthwhile procedure. It can be especially 
helpful in reducing the patient’s time in bed, allowing 
tarlier ambulation, and it also helps to prevent the 
usual complications of prolonged confinement in bed. 
The anticipated dangers of tumor spread and in- 
creased surgical mortality rates among patients in this 
group who already are debilitated have not been 


realized. To the foregoing uses of intramedullary nail- 
ing may be added the prophylactic insertion of these 
nails to forestall pathologic fracture in certain condi- 
tions of bone. To illustrate the technique in question, 
3 cases are presented. 


Fractura Calcanei; Prognosis of an Insurance Mate- 
rial. hl, ROSsENDAHL-JENSEN. Acta chir. scand., 1956, 
112: 69. 


Fracture of the calcaneus is a serious injury with 
varying results from treatment. In Scandinavia these 
fractures result in disablement in 15 to 25 per cent of 
the patients. In America this disability is reported in 
30 to 40 per cent. Arthrosis of the subtalar joint, 
traumatic flat foot, and compression of the bone with 
reduced “‘tuber-joint” angle are some of the changes 
causing this incapacitation. Only twe-thirds to three- 
fourths of the patients with this injury are able to 
resume their former occupations. 

The author reviewed the insurance material con- 
cerning this fracture to determine the prognosis and 
to investigate the causes of disability. There were 586 
patients with a total of 635 fractures of the calcaneus. 
Forty-nine injuries were bilateral and 17 were open 
fractures. The injuries were classified as extra-artic- 
ular fractures, intra-articular fissures, and intra-artic- 
ular displaced fractures. The results of treatment were 
classified as excellent, good, fair, and bad. Extra- 
articular fractures produced bad results in 5.6 per cent 
and intra-articular displaced fractures in 29.7 per cent. 
Of the patients with extra-articular fractures 91.5 per 
cent resumed their usual work, while only 50 per cent 
of those with intra-articular fractures could do so. 

Traumatic flat foot was found in 85.5 per cent of 
the patients in the group with bad results as com- 
pared with 26.3 per cent of those with good results. 
There appeared to be little difference in reference to 
Boéhler’s angle. Subtalar mobility was much de- 
creased in those patients with bad results. No signifi- 
cant difference in results could be determined in 
relation to the type of treatment used. Fracture of the 
calcaneus, therefore, is apt to be associated with dif- 
ficulties in management and poor results, especially 
when it is intra-articular in type. 

—Donald C. Geist, M.D. 


Painful Osteoporoses of the Tarsus; Late Complica- 
tion of Fractures of the Inferior Extremity (Les 
ostéoporoses algiques du tarse; complication tardive 
des fractures du membre inférieur; importance 
étiologique des facteurs orthopédiques). ARNAUD 
Hecror. Presse méd., 1956, 64: 2211. 


A sTupDy WAS MADE of the histories of 385 patients with 
fractures below the knee from the service of the sur- 
geon Thorel at the H6tel-Dieu of Rouen, France during 
the past 5 years. It was found that osteoporosis had 
developed in 59 (16 per cent). The patients were all 
males, and the peak of incidence occurred between 
the ages of 40 and 50 years. 

Osteoporosis following fractures, studied by the 
school of Sudeck and recently, by that of Leriche, is 
accompanied by firm edema, reddening, warmth, 
pain, and stiffness of the entire foot. It develops pre- 
dominantly in the second month (22 per cent) and 
third month (55 per cent) after the injury. In fractures 
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of the upper third of the tibia the osteoporotic process 
seems to occur most often in the region about the knee 
joint proximal to the point of injury. In fractures of 
the more distal portions of the lower leg it occurred in 
the more distal bone components. This difference in 
behavior was tentatively ascribed by the author to 
differences in vascularization of the two regions. 

The cases of osteoporosis were grouped into the 
benign (not lasting beyond 2 months and readily 
amenable to medical management), the medium 
severe (lasting beyond 4 months and rather refractory 
to medication), and the severe (lasting more than 6 
months before the appearance of the recalcification 
process). The author estimates that the benign cases 
were the most numerous and that the severe forms 
comprised a dozen or so among a total of 59 patients. 
Four cases were so severe as to lead to collapse of the 
plantar arch; 3 of these followed fracture of the cal- 
caneus. 

Of the principal etiologic factors given by the author 
the first were the location and type of the fracture it- 
self. Open fractures, particularly those of the malleoli, 
were followed by a greater incidence of the syndrome 
of Leriche than is usually seen in open fractures of other 
regions. The incompletely reduced lesions with heal- 
ing at an angle, displacement at the involved joint 
surfaces, and failure to restore the weight-bearing 
axis were often followed by the syndrome. Another 
etiologic factor is called the static factor—too early 
weight-bearing or the wearing of improper orthopedic 
appliances after fracture healing. A third factor is de- 
layed callus formation. 

The painful osteoporosis of the tarsus is an osteo- 
porosis of ambulation and results from failure to re- 
store to normal the complex and multiple articulations 
following injury of the foot. Although painful osteo- 
porosis has been described for the upper extremities, 
it is more common in the lower extremities. The etio- 
logic factors of painful osteoporosis of the upper ex- 
tremities, such as prolonged immobilization and im- 
proper application of the cast, are of minor impor- 
tance in the development of osteoporotic lesions of the 
lower extremity. — John W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


The Sudeck Syndrome (Das Sudeck-Syndrom). H. 
Remé. Langenbecks Arch. u. Deut. &schr. Chir., 1956, 
284: 32. 


THE AUTHOR attempts to answer the following ques- 
tions: (1) in what percentage of fractures and inflam- 
mations in the extremities does one find collateral 
manifestations of trophic changes; may and should 
one call this the Sudeck syndrome, (2) is phase 1 of the 
Sudeck syndrome an analogue of wound healing to a 
certain degree or is it the beginning of the disease, (3) 
can it be shown that the dystrophy, the phase 2 of the 
Sudeck syndrome, is a distortion of the normal repara- 
tive processes, and (4) how much time is required for 
the disappearance of the reaction of phase 1 and what 
is the prognosis of phase 2, the true dystrophy, without 
special treatment? 

Six hundred and six fractures of the extremities 
which resulted from accidents were studied. Three 
different clinical conditions are recognized: absence 


of the Sudeck syndrome, phase 1 of the syndrome, and 
phase 2. The first condition is defined as the undis. 
turbed healing of a fracture with clinically abortive 
and fleeting indications of a rapidly disappearing dis. 
turbance in the circulation; roentgenologically there 
are no significant changes in the bony structure other 
than a slight decalcification distant from the site of 
the injury. Of 606 fractures which were studied only 
32 showed the absence of the Sudeck syndrome. Thes 
were found in the less severe closed fractures, which 
were found to heal without difficulty in the usual 
period of time. 

Oehlecker first designated “‘the usual collateral al- 
terations” after fractures as phase 1 of the Sudeck 
syndrome. This clinical picture has the following 
symptoms: increased warmth and swelling of the skin, 
hyperhidrosis, hypertrichosis, muscular atrophy, limi- 
tation of joint mobility, and pain. The pain is differ- 
entiated from that which is normally present by its 
intensity and duration. Roentgenologically, the usual 
collateral alterations are manifested by finely mottled 
decreased bony density which is present at the earliest 
on the fourteenth day, and followed by a decalcifica- 
tion which at the latest is repaired after 2 years. Often 
these changes can be observed long after clinical heal- 
ing has occurred. Eighty-two per cent, or 497, of the 
606 fractures studied fell in this group which has been 
designated as phase 1 of the Sudeck syndrome. All of 
the patients in this group presented the roentgeno- 
gram described. It is, therefore, regarded as the usual 
appearance and is not of itself indicative of disease. 
This is in contrast to the conclusions of some other 
authors. 

In phase 2 of the Sudeck syndrome, the true Sudeck 
disease, the roentgenogram is that of focal mottled 
areas of coalescent decrease in density. These mottled 
areas may be small or large. This disturbed healing 
with important changes in the nutrition of the soft 
parts in bone was found in 67 of the 606 fractures 
studied. This was an incidence of 11.06 per cent. One- 
half of the patients were ultimately restored to normal 
without important defects, while the other half had 
defects which consisted of permanent atrophy and 
diminished adaptability and ability to bear weight on 
the extremity. Sixty patients with tuberculous lesions 
of the extremities were studied. The roentgenological 
picture of the first phase of Sudeck’s syndrome was 
present for the first 6 months. When it was present 
longer than a year, mild or severe trophic disturbances 
with the typical roentgenogram of focal mottled struc- 
tural changes were present. The trophic disturbances 
lasted as long as the original tuberculous bone focus 
was active, and it often significantly increased the 
duration of the healing of the specific process. In hem- 
iplegia and injuries of the nerve root the classical 
course of mottled decreased density of bone was seen. 
It corresponded to the findings of injured peripheral 
nerves or to the findings seen after nerve poisoning. 
The dystrophic phase persisted for a long time 
always ended in permanent atrophy. 

A Sudeck syndrome without recognizable caus 
does not exist. One must differentiate between essen- 
tially unchangeable regional causes and accidental 
changeable regional causes. The latter may determine 
the intensity and duration of the Sudeck reaction. 
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Trauma, inflammatory changes in the bones, joints, 
or soft parts, and neurological disturbances may, each 
by themselves alone, or in combination with another, 
be considered as essentially changeable regional causes 
of the Sudeck syndrome. Mechanical injuries of the 
vegetative nerve fibers, open fractures with large 
wounds, and infected fractures, as well as large metallic 
foreign bodies, may promote the appearance of the 
dystrophy. Fractures which are improperly managed 
at the outset, as well as fractures which are managed 
with poor follow-up care, may also develop the dys- 
trophy. Mechanical irritation of the spinal nerve roots 
inspondylitis, the alarm reaction of Selye, the age and 
sex of the patient, and the physiological mechanism of 
reaction to the injury may also influence the intensity 
of the Sudeck reaction. The dystrophy cases among 
fracture patients must still be regarded as the result of 
faulty treatment, for example, the untimely operative 
intervention or the too forceful manipulation of the 
fracture. 

Phase 1 of the Sudeck syndrome is the usual reac- 
tion which is seen in fracture healing. It isnot possible 
to distinguish phase 1 from phase 2, or the true dys- 
trophy, on the basis of the roentgenogram alone. It is 
true, however, that the true dystrophy never begins as 
such, but first always shows the symptoms of phase 1. 
Often the persistence of a single symptom of phase 1, 
such as pain or a stubborn vascular stasis, may cause 
the development of phase 2. We know from Rieder’s 
work that the basic change in phase 1 is a regenerative 
inflammation, while the basic unit in phase 2 is a de- 
generative inflammation. This is the characteristic 
sign in the dystrophic healing disturbance which was 
present in 67 of the author’s 606 cases. It appears that 
asingle symptom already present in phase 1 becomes 
inordinately magnified. It is correct then to designate 
phase 2 as “running off the track”’ of the usual process 
and not as a true disease reaction. A single cause of 
this change is not identifiable. 

The fact that 50 per cent of the patients who de- 
velop the Sudeck syndrome ultimately heal must in- 
fluence all considerations of treatment of the syndrome. 
A favorable affect from any medication has still not 
been established. It has not been established that the 
roentgen-ray appearance of mottled decreased density 
of the bone or the clinical symptom of acute hypere- 
mia of the extremity will be influenced by medication. 
Medication for the symptom of pain, however, will 
— Nerve block, for example, is particularly 
useful 

The author’s point of view concerning the usual re- 
action of regeneration after fracture and its distortion 
's supported by the occurrence of a dystrophic syn- 
drome in the extremities due to other causes such as 
tuberculosis or nerve lesions. In these diseases there is 
also an acute phase followed by a dystrophy. This may 
heal itself when the exciting cause has been removed. 
The author’s studies on animals have been carried out 
overthe past 18 yearsand support thisconcept. Sudeck’s 
syndrome should not be regarded as an important 
medical curiosity, nor should it be enmeshed in a mass 
of hypotheses. Rather, it should be regarded as an 
mportant new contribution to medical knowledge 
which furnishes insight into the mechanisms of injury 
and healing. —Robert D. Larsen, M.D. 


Is the Sudeck Syndrome After Closed Injury an 
Unavoidable Misfortune or an Avoidable Result of 
Treatment (Ist das Sudeck-Syndrom nach geschlos- 
senen Verletzungen eine unabwendbare Unfallfolge 
oder eine vermeidbare behandlungsfolge)? L. BOHLER. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 284: 43. 


THIS ARTICLE describes the author’s experience with 
the Sudeck syndrome following treatment of 600,000 
injuries. The occurrence of the syndrome in nervous 
diseases and other conditions is not considered. 

The Sudeck syndrome is a neurovascular disturb- 
ance which occurs after injuries and inflammations 
in the extremities. At first there is an increase in the 
skin temperature with accompanying edema and 
cyanosis which later gives way to paleness and cooling 
of the skin. The skin becomes glossy. There are dis- 
turbances in the growth of the finger and toe nails 
with shortening and narrowing of the hands and feet. 
Pain in the entire arm and leg with atrophy of the 
muscles, and thickening of the joint capsules and 
connective tissues are seen as the disease progresses. 
The joints lose their mobility and become markedly 
stiffened. The bones in the diseased extremity show 
a patchy osteoporosis in the region of the metaphysis 
and epiphysis. Later a thinning of the diaphysis is 
also noted. The disease is, therefore, a dystrophy of 
all of the tissues of the extremity and not simply a 
decalcification of bone alone. A lesser degree of osteo- 
porosis without marked changes in the soft parts, as 
one often sees after fractures and inflammation, should 
not be called ‘“‘Sudeck syndrome.” 

The Sudeck syndrome is seen usually only after the 
fortieth year in closed injuries. It is more common in 
women than in men. The estimates of the frequency 
of the disease vary between 2 and 15 per cent. During 
the treatment of 12,000 radial fractures in the last 30 
years, only 4 patients developed Sudeck’s syndrome 
with all of the characteristics of the dystrophy. 

In each new injury there is a sudden onset of local- 
ized vascular spasm. Later this vascular spasm may 
become generalized and lead to marked vascular 
spaces with narrowing of the arterioles and widening 
of the capillaries. There is marked pain associated 
with this vascular change. One can often relieve the 
pain by the injection of 20 c.c. of 1 to 2 per cent pro- 
caine in the region of the injury. With relief of the 
pain the vascular spasm may disappear. After the 
pain has been relieved one must be careful to carry 
on treatment in such a manner that no new pain will 
be produced. The reduction of the fracture must be 
carried out as gently as possible. Following reduction 
of the fracture, an unpadded plaster cast is applied. 
It is of fundamental importance that the cast be split 
through all layers immediately after its application. 
One should not wait until edema, cyanosis, or pain 
in the fingers or toes has developed before the cast is 
split. If the vascular changes are already established 
to a greater or lesser degree, the pain which contrib- 
utes to the vascular spasm can be relieved by rigid 
immobilization of the extremity in an unpadded 
plaster cast. Repeated violent attempts at reduction 
of the fracture are to be avoided. Too great a weight 
applied to a traction apparatus in the treatment of a 
fracture will result in a vascular spasm which will 
produce a chronic ischemia of the extremity. Trau- 
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matic operative treatment of the fracture, similarly, 
may produce a prolonged vascular spasm. 

Elevation of the injured part will frequently pre- 
vent stasis. Early painless exercise will increase the 
flow of blood in the extremities, but no exercise should 
be permitted which will produce pain. 

As an example, in fractures of the radius the in- 
jured person is immediately shown how to move all 
of the joints in his entire upper extremity through a 
complete range of motion. If in the first few days the 
patient is unable to move all of his finger joints ac- 
tively, he should be instructed how to do this passively. 
The shoulder and the elbow should be put through a 
complete range of motion several times daily. If this 
is omitted, particularly in older patients, the finger 
joints rapidly stiffen, the fingers become swollen, 
and the skin creases disappear. The skin then be- 
comes shiny and atrophic. Shoulder pain will develop 
in only a few days if the shoulder is not exercised. 
After a week the cast is usually loose because of the 
decrease in swelling. It should then be replaced by a 
new one. Light work may be permitted at this stage, 
provided that the work produces no pain. 

The Sudeck syndrome is seen more frequently in 
open injuries which become infected than it is in 
closed injuries. As a rule, one can prevent this if one 
prevents the infection by means of prompt excision 
of the wound and complete immobility of the injured 
part. At the same time, however, one must provide 
painless and active exercise of all of the joints which 
are not enclosed in the plaster cast. 

After removal of the cast light work and active 
exercise are encouraged if no pain is produced by this 
activity. he injured part must be protected from 
massage, passive motion, overheating, cooling, and 
other violent physiotherapeutic measures. All of these 
forms of treatment tend to increase the vascular 
spasm and thereby produce circulatory stasis and 
pain. 

When the Sudeck syndrome is already established 
and the joints are stiff and painful, the symptoms will 
disappear most rapidly if the involved extremity is 
immobilized in an unpadded plaster cast. All of the 
joints not closed in the cast are allowed to undergo 
active motion as long as no pain is produced. As in 
the treatment of fresh injuries, passive motion, mas- 
sage, heating, cooling, and electrical stimulation are 
to be avoided. Often stellate ganglion or lumbar 
sympathetic blocks are indicated. Sedation will re- 
lieve the pain and thereby decrease the vascular 
spasm. Other medication and irradiation have not 
been found to be of value. 

— Robert D. Larsen, M.D. 


The Arterial Supply to the Adult Cervical Vertebral 
Bodies. R. S. Harris and D. M. Jones. 7. Bone Surg., 
1956, 38-B: 922. 


SEGMENTS of the cervical spine were removed en bloc 
from 12 fresh adult cadavera. Barium sulfate suspen- 
sion was injected through a fine polythene catheter 
into a spinal branch of the vertebral artery. The suc- 
cessful specimens were roentgenographed before and 
after decalcification and again after sectioning. 
These studies showed that the spinal branches in 
turn divide, each sending a branch which enters a 


free arterial plexus deep to the posterior longitudina 
ligament. From this plexus a large branch enters the 
vertebral body, runs to its middle, and divides abrupt 
into many small branches which pass to the upper 
and lower surfaces. 

The same pattern has been described by others in 
studies on the dorsal and lumbar spines of children. 

Large particles such as circulating tumor emboli 
may be arrested in the center of the vertebral body 
where the large vessel divides, while small particles 
such as bacteria may pass to the periphery of the bone, 

—Charles T. Ryder, M.D. 


The “Flying Ball” Finger (Le dita da “‘palla a volo”), 
G. Amortu and E. Tosatti. Ortop. traumat. app. 
motore, 1956, 24: 875. 


THE HANDS of 50 athletes from two ball-playing soci- 
eties in the city of Modena, Italy, were examined 
and evidences of injuries to the fingers observed in ap- 
proximately one-third. They were all old, neglected 
injuries in young people (20 to 25 years of age) of both 
sexes. The authors were impressed by the large nun- 
ber of such injuries and by the slight importance 
attached by the injured themselves to the accidents. 
The authors believe that more emphasis should be 
placed, not only on the early orthopedic treatment of 
these crippling accidents, but also on the mechanisms 
involved in their pathogenesis. A better understanding 
of the mechanism of injury would result in better 
practices in intercepting or catching the thrown or 
kicked ball. 

The injuries noted were usually of the mallet or 
baseball type of deformity of the terminal interpha- 
langeal joint as described by Kaplan (Surgery, 1940, 
7: 794). They resulted from avulsion of the attachment 
or terminal portion of the extensor tendon, with or 
without avulsion of the edge of the distal phalanx. In 
a more severe form of injury the proximal interpha- 
langeal joint was displaced through the aponeurosis 
of the extensor tendon which is reinforced here by the 
tendinous insertions of the interossei and lumbrical 
muscles. This last injury seems characteristic of the 
Italian form of rugby. 

The types of injury mentioned are not all the result 
of contact with the ball itself; violent contacts with 
other players cause a number of these accidents. 

Proper training of these players in receiving the 


_ ball (properly postured hands and partially closed 


fists) would prevent most of the injuries, and early 
orthopedic treatment would correct the malposition 
and prevent a serious deformity. 

The different types of deformity resulting from these 
injuries are depicted in photographs, and the different 
forms of treatment are illustrated in sketches. These 
methods should be undertaken early, even immediate 
ly. Treatment after the deformity has become fixed 
is apt to prove unsatisfactory. 

—John W. Brennan, M.D. 


The Use of Single Iliae Bone Graft to Replace Mul- 
tiple eee Loss in Dorsal Injuries of the 
Hand. Juuian M. Bruner. 7. Bone Surg., 1957, 39-A: 
43. 


THis ARTICLE presents the advantages of the use of a 
single iliac bone graft to replace destroyed meta 
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bones in extensive injury to the dorsum of the hand. 
The steps required for reconstruction of the dorsum of 
the hand are also briefly outlined. Two illustrative 
cases are reported. 

Pedicle skin grafting of the dorsum of the hand is 
necessary first in repair of the injured hand. The lost 
metacarpals are then replaced with a bone graft 
taken from the ala of the ilium. The normal concavity 
of this bone serves to give the concavity of the palmar 
surface of the hand. The graft is cut and tailored to 
fit the defect. It is fixed to the carpal bones and pha- 
langes by Kirschner wires. The metacarpal heads 
should be inclined toward the palm in order to per- 
mit the fingers to flex more fully into the palm. If 
the metacarpophalangeal joints are preserved, it is 
not necessary to replace the extensor tendons. When 
these joints are lost, the extensor tendons must be re- 
placed by tendon grafting. This constitutes the last 
step in the repair of the hand. 

Splinting of the hand must be used for 3 to 4 weeks 
and protective splinting is needed for 6 weeks. 
Activation of the hand following the 3 weeks’ fixation 
is important. 

Both patients obtained good functional restoration. 
The final results are well illustrated with photographs. 

—Donald C. Geist, M.D. 


A Clinical Evaluation of Tendon Transplantation in 
the Paralytic Foot. Lez Ramsay Straus, J. Paur 
Harvey, JrR., and Cartes E. Fuerst. 7. Bone Surg., 
1957, 39-A: 1. 


THE AUTHORS review a series of patients in whom 
tendon transfer had been performed in the feet. The 
review included 164 patients who had operation per- 
formed upon 181 feet. In 133 patients the operative 
indication was the residual of anterior poliomyelitis. 
The remainder were cases of congenital clubfoot, 


cerebral palsy, and miscellaneous cases. A total of 214 
tendons were transferred singly or in combination 
in the 181 feet; 199 transfers were done following 
poliomyelitis. 

The average drop in rated strength was 1.5 grade 
per muscle. Foot stabilization by triple arthrodesis 
had been performed 74 times, usually prior to tendon 
transplantation. The authors believe that appropri- 
ate bony stabilization appears to be particularly im- 
portant in the treatment of calcaneus and valgus de- 
formities. The authors point out that although it is 
difficult to state how much tension is recorded at the 
time of the attachment of the transfer, it was their 
definite impression that one of the chief causes of 
failure in tendon transfer is suturing with inadequate 
tension. They also confirmed the previously recorded 
fact that tendon transplants do not correct a fixed 
deformity. The authors report only 12 operations for 
calcaneus deformity, but they believe this is a worth- 
while procedure in which any available strong muscle 
group can be used. The transplant is improved with 
stabilization, but the operation should be done early 
to prevent the development of severe calcaneus. The 
stabilization can then be done later at an appropriate 
age. 

Muscle transplants were performed on 25 clubfeet. 
The anterior tibial tendon was transferred to the 
dorsolateral aspect of the foot in every case but one. 
In sixteen of the feet the results were considered ex- 
cellent. The authors have no standard method of 
suturing into the bone, and have used various types 
of suture. 

They point out that in many cases the improve- 
ment in the foot function was due as much to the 
removal of the deforming force as to the activity of the 
muscle in its new position. 

—Edgar L. Ralston, M.D. 
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BLOOD VESSELS 


The Effect of Generalized Vasodilatation Upon the 
Sympathectomized Extremity. THomas O. Murpuy, 
Joun J. Haciin, and Davitt A. FELper. Surgery, 1957, 
41: 178. 


Tuts REPORT deals with the effects of generalized 
vasodilatation, mainly on digital pulse volume, be- 
fore and after lumbar sympathectomy. It is based on 
observations by Debakey, et al; who noticed that fol- 
lowing a lumbar sympathetic nerve block the digital 
pulse volume and skin temperatures increased on the 
blocked side, while the reverse was true in the oppo- 
site extremity. From this evidence they proposed a 
“‘borrowing-lending”” (hemometakinesia) blood vol- 
ume relationship between the sympathetically de- 
nervated extremity and the rest of the body. 

Linton reported a decrease in the digital pulse 
volume in sympathectomized extremities with body 
heating. Accordingly, patients with occlusive arterial 
disease of the lower extremities were studied in a con- 
trolled temperature room at 20 and 35 degrees C. 
The postsympathectomy studies were done from 2 
months to 2 years after the operation, except in 2 
cases studied 5 years after operation. Forty-five ex- 
tremities were studied before, and 86 after, sympa- 
thectomy to evaluate the response of the sympathec- 
tomized digit to the cold room at 20 degrees C., to 
heating the whole body to 35 degrees C. In addition, 
the effect of priscoline was evaluated in a group of 24 
sympathectomized extremities at a temperature of 
20 degrees C. 

The patients ranged in age from 44 to 70 years. In 
a great majority of the presympathectomized extrem- 
ities there was an increase in the pulse volume up to 
and over 100 per cent. After sympathectomy the in- 
crease ranged up to ten fold at 20 degrees C., while 
on heating of the whole body 71 of 86 sympathec- 
tomized extremities showed a significant drop in the 
pulse volume. After the intravenous injection of pris- 
coline, 22 of 24 extremities likewise exhibited a de- 
crease in pulse volume. In patients more than 70 years 
of age heating of the whole body caused a drop in the 
pulse volume in a high percentage of the unsympa- 
thectomized extremities. 

In the presympathectomized limb the relative in- 
crease in the digital pulse volume with whole-body 
heating may be great even in the patients with arterio- 
sclerosis; with sympathectomy the relative increase in 
the pulse volume is greater than that effected by 
whole-body heating preoperatively. However, gener- 
alized vasodilatation induced by either whole-body 
heating or priscoline results in a decrease in the digital 
pulse volume in the sympathectomized extremity. In 
these instances there appears to be a redistribution of 
the blood volume, as well as changes in the flow rate. 


When the body is subjected to generalized vasodilata-. 


tion the sympathectomized limb, with its relatively 
fixed blood volume and peripheral resistance, is af- 
fected by changes of the blood volume and resistance 
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elsewhere, resulting in a redistribution of the flow 
with detriment of the sympathectomized extremity, 

The authors have produced evidence in keeping 
with the “borrowing-lending” phenomenon and be- 
lieve that generalized vasodilatation may be detri- 
mental to the ischemic sympathectomized extremity, 


as well as to the unoperated ischemic extremities of 


patients over 70 years of age. 
— Albert M. Schwartz, M.D. 


The Evaluation of the Transmetatarsal Amputation in 
Patients with Diabetes Mellitus. FRanK C. Wuer- 
Lock, JR., JoHN B. McKrrtricx, and Howarp F, 
Roor. Surgery, 1957, 41: 184. 


THERE ARE TWO Clear-cut groups of diabetic patients 
who may be candidates for transmetatarsal amputa- 
tion; those who have excellent arterial blood supply, 
but have neuropathy or severe infections, and the 
larger group with arterial insufficiency of the in- 
volved foot. These latter patients have areas of necrosis 
of the skin but the plantar skin is intact, and the dor- 
sum is free of necrosis proximal to the metatarsal 
phalangeal joints. Transmetatarsal amputation is ad- 
vised only when simple transphalangeal toe opera- 
tions cannot be done because of the proximal location 
of the lesion, or when more than one toe is involved. 
This operation is done only when the local condition 
is stabilized, and will seldom be successful unless the 
following measures have been instituted: the necrotiz- 
ing process has been localized by bed rest and con- 
servative measures; all active infection has been 
brought under control by rest, antibiotics, and surgical 
drainage, if indicated; and all pain has disappeared 
when the limb is at rest. 

At operation, a thick plantar flap is made long 
enough to cover the end of the transected metatarsals, 
the dorsal incision is curved only slightly, and there 
is no dorsal flap. The metatarsals are cut just proximal 
to their heads, the ends are smoothed with a rongeur 
and a primary closure is done usually in the cases of 
arterial insufficiency. In the group of patients with 
good circulation, portions or all of the incision may 
be left open for secondary suture or skin grafting. The 
sutures are left in for 2 to 3 weeks and weight-bearing 
is permitted in 3 to 5 weeks. A spring, steel plate is 
inserted between the layers of leather in the sole to 
prevent curling up of the shoe. 

Transmetatarsal amputations were performed on 
433 patients. Of the 67 in the neuropathic-infection 
group 93 per cent had 3 year cures and 91 per cent 
had 5 year cures; and of the 366 in the arterial in- 
sufficiency group, one-third had eventual failure, with 
the majority occurring in the immediate postoperative 
period. In all there were 5 postoperative deaths, 68 
immediate failures, and 360 initially successful opera- 
tions. Follow-up was complete in 57 of the 67 cases of 
the neuropathic-infection group; 22 died of causes not 
related to their feet, there was 1 postoperative death, 
and 5 patients with late failures required higher ampu- 
tation from 1 to 8 years after the initial operation. 
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the 366 in the second group 348 were also followed; 
120 had eventual failure, 4 died postoperatively, and 
134 died after leaving the hospital. 

The authors conclude that the procedure is suffi- 
ciently successful and durable to warrant its continued 
use in carefully selected diabetic patients. It has saved 
many limbs at relatively little risk to life, and this 
salvage is especially important since the opposite leg 
may be involved. —Albert M. Schwartz. M.D. 


Osteolytic Brachial Hemangiomatosis (Hemangio- 
matosis braquial osteolitica). GuiLLERMO NAVARRETE- 
Panpo and Antonio BécuEz-César. Angiologia, 1956, 
8: 267. 


A case is presented which is thought to be unique 
in many of its aspects. Because of its characteristics, 
the condition was named osteolytic brachial heman- 
giomatosis. 

The condition occurred in an 11 year old negro 
girl who had had soft tumors on her forearm from 
birth. A larger tumor on the anterior surface of the 
upper arm became more prominent but remained 
asymptomatic. Physical examination revealed only 
the tumors of the left arm and some small violaceous 
stains on the skin of the shoulder and left pectoral 
region. There was no shortening of the arm. Various 
prominences caused by the small tumors stood out 
on the forearm, and a larger tumor was obvious on 
the anterior portion of the upper arm. The tumor was 
soft and in its depths, phleboliths could be palpated. 
All the pulses could be palpated; the oscillometric 
readings were equivalent to those on the other side. 

The plain roentgenogram revealed the soft tissue 
swellings and the contained phleboliths. No osseous 
abnormalities were observed. Phlebograms, as well as 
arteriograms, were done, and these showed the integ- 
rity of the vascular tree and the independence of the 
tumors from the major vessels. Finally, contrast mate- 
rial was injected directly into the tumor, and the roent- 
genograms that were taken following injection revealed 
the vascularity of this structure and its communication 
with a spurious vein. This vein appeared to be of 
normal caliber. 

Radical treatment was decided against and an oper- 
ation designed to answer esthetic considerations was 
planned. Exploration revealed that the tumor and the 
aponeurosis were indistinguishable one from the other. 
The tumor was diffuse, and bleeding was continuous 
throughout the procedure. The postoperative course 
was uneventful. 

In summary, it may be said that the tumor was con- 
genital, angiomatous, without major communication 
with the principal blood vessels of the region, and 
contained phleboliths. There also was no accompany- 
ing shortening or atrophy of the arm. Perhaps the 
short history of this condition explains the lack of 
characteristic findings. — John 7. Bergan, M.D. 


Vascular Prostheses; Report of the Committee for the 
Study of Vascular Prostheses of the Society for 
Vascular Surgery. Oscar CreeEcH, JR., RALPH A. 
DETERLING, JR., STERLING EDWARDS, ORMAND C. 
Juuian, anp Ortuers. Surgery, 1957, 41: 62. 


DesPITE NUMEROUS INVESTIGATIONS concerning the use 
of vascular prostheses, there has been difficulty in 
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evaluating the results obtained because of the numer- 
ous types of material used and because no one investi- 
gator’s experience is large enough to be conclusive. 
Therefore, the Society for Vascular Surgery appointed 
a Committee in 1955 for a detailed study of the vas- 
cular prostheses which are being used. There were 8 
basic materials studied: vinyon, nylon, orlon, dacron, 
ivalon, teflon, fortisan, and stainless steel. 

Among 702 experiments in which prostheses were 
used as aortic replacements, 87 per cent were success- 
ful. In 61 experiments involving peripheral arteries, 
83 per cent were unsuccessful. Clinically, 256 aortic 
replacements were used with a 93 per cent rate of 
success. In the surgery of the peripheral arteries 160 
prostheses were used and 63 per cent were successful. 

The porous, synthetic, vascular substitute provides 
a supporting frame upon which a tube of fibrous con- 
nective tissue is formed. The synthetic material ap- 
pears to become encysted by adjacent soft tissue. The 
most important properties of a vascular prosthesis, 
listed in order of their importance, are: permeability, 
flexibility, ease of handling, inertness, seamlessness, 
ease of adaptability to the recipient vessel, elasticity, 
noncollapsibility, and thinness of the wall. 

The results of this study indicate that vascular 
prostheses made of synthetic materials may be used 
effectively as aortic replacements. The 93 per cent 
rate of successful results in 256 cases compare favor- 
ably with the experience with homografts. Construc- 
tion by weaving, braiding, or knitting has been found 
satisfactory. 

The most satisfactory materials at the present time 
appear to be dacron and teflon. Vinyon-N cannot be 
autoclaved and is not made commercially as yarn. A 
significant loss in tensile strength has been observed in 
the experimental aortic replacements of nylon and 
orlon taffeta. The degree of success in the peripheral 
vessels has been less than that achieved in the aorta, 
although good function has been reported with taffetas 
of dacron and nylon and with braids of nylon. The 
committee is continuing its investigation in this new 
field in order to better standardize the materials and 
methods of construction for the protection of both 
surgeon and patient. § —Robert A. Nabatoff, M.D. 


Obliteration of the Aortic Bifurcation (Obliteraciones 
de la bifurcacién aértica). F. MARTORELL. Angiologia, 
1956, 8: 284. 


A CLINICAL sTuDy of Leriche’s syndrome, based on 
the experience with 44 cases seen at the Instituto 
Policlinico in Barcelona, is presented. 

The name, Leriche’s syndrome, was first applied by 
Morel in 1942 to the group of symptoms associated 
with occlusion of the terminal aorta and described 
by Leriche in 1940. The findings described by him 
included the following: (1) unstable erection (im- 
potence); (2) easy fatigability of the lower extremities; 
(3) global atrophy of the lower extremities; (4) ab- 
sence of trophic disorders; (5) accentuated pallor of 
the legs; (6) absence of arteria! pulsations in all of the 
arteries in the lower extremities; (7) absence of 
changes in pulsation in the arteries of the thighs and 
legs; and (8) normal or slightly elevated blood pres- 
sure in the arms. Terminally, there was gangrene of 
the digits and the legs. 
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This syndrome appears more frequently in males, 
and in this series males made up 93 per cent of the 
cases. Embolism at the aortic bifurcation with subse- 
quent appearance of the syndrome occurred more 
frequently in females. 

The symptoms were obscure 88 per cent of the time 
and usually appeared in persons more than 45 years 
of age with other signs of arteriosclerosis. 

Of all the symptoms, intermittent claudication was 
the most important. It was never absent in these 44 
cases. Leriche believes that easy fatigability occurred 
more often than claudication. The symptom of im- 
potence is unreliable because of the advanced age of 
most of the patients. In women, menstrual irregulari- 
ties may occur. Of particular interest in this respect 
was the case of Matejicek in which amenorrhea of 
5 years’ duration in a relatively young woman with 
the Leriche syndrome was relieved by bilateral sym- 
pathectomy. 

While muscular atrophy usually occurs, it may not 
be readily apparent because of the bilaterality of the 
condition. Trophic changes do not occur; however, 
gangrene and ulceration may appear late in the con- 
dition. 

Pallor on elevation and dependent rubor are usu- 
ally present, while edema is usually absent. The patient 
feels that his legs are cold. Pulses are absent in the 
femoral, popliteal, posterior tibial, and dorsalis pedis 
arteries. Oscillometric readings are negative also. 

Aortography demonstrates the plaques which are 
present in the aorta and shows the collateral supply. 

Rapid venous filling following placement of the leg 
in a dependent position after elevation is important 
prognostically. Rapid filling indicates a rich collateral 
supply and a good prognosis. 

Wounds and infections in the lower limbs are im- 
portant signs as they often initiate a process which is 
terminated only by amputation. 

The complications of Leriche’s syndrome include 
the following: (1) gangrene of the lower extremities; 
(2) gangrene of the penis, (3) malignant hypertension 
secondary to ascending thrombosis affecting a renal 
artery, (4) mesenteric thrombosis, (5) myocardial 
infarction, and (6) cerebral thrombosis. 

Death is usually due to one of the complications. 
In this series, mesenteric occlusion was the most fre- 
quent cause of death and was often due to ascending 
thrombosis. The next most frequent cause of death was 
gangrene, and the third most frequent fatal complica- 
tion was myocardial infarction. 

The diagnosis of acute obliteration of the aortic 
bifurcation is dependent upon the following condi- 
tions: the sudden occurrence of pain in the lower ex- 
tremities accompanied by pallor, cyanosis, anesthesia, 
impotence, and the absence of pulse or pulse changes. 
Embolism is usually associated with a coexisting lesion 
which acts as the source of the embolus, for example, 
mitral stenosis with auricular fibrillation. Dissecting 
aneurysm may cause obliteration of the terminal 
aorta, but usually pain is an important symptom and is 
associated with shock and a rapidly progressive course 
leading to death. Coarctation of the aorta may be 
confused with Leriche’s syndrome, but usually: the 
rich collateral circulation will distinguish the former 
from the latter condition. The age of the patient is 
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usually another distinguishing feature of this condition, 
—John Bergan, M.D. 


Considerations in the Accuracy and Safety of Arteri- 
ography, Orto TrippEL, Victor BERNHARD, Rosert 
oHF, and LaurMan. Surgery, 1957, 41: 153, 


Ir 1s NoT ALWAys necessary or desirable to employ § !P¢: 
arteriography, since many problems in vascular diag. arelati 
nosis can be solved by simpler, safer, and less time- of fluo 
consuming methods. Although the incidence of com- large v 
plications is small, some risk is inevitably present. In poi 
symptomatic arterial occlusive disease, angiography 
is of help in determining the presence and extent of obliter: 
segmental occlusion. Visualization of the circulation 
distal to the occlusion is of prime importance. Aortog- — 2° fev 
raphy is unnecessary in many abdominal aneurysms, Vasosp 
and arteriography is superfluous in the localization of The 
peripheral emboli. 0.5 
The relative contraindications to a translumbar 
approach are marked calcification or the formation § 8"° 
of an aneurysm of the aortic wall at the proposed site "© fr 
of injection, inability of the patient to tolerate a prone 
position, distortion of landmarks due to spinal de- Stud 
formity or other factors, and neurologic disease of the ‘ (Réf 
lower extremities. If the femoral artery is to be used phér 
for retrograde catheterization or the local instillation Lyon 
of dye, it must exhibit a relatively normal pulse. Per- | 
cutaneous injection of the femoral artery should be PERIPE 
reserved for thin individuals with an easily palpated § * V4" 
artery covered by minimum subcutaneous fat. In J °UtS¢ 
general, venesection is considered safer. other t 
The complications of arteriography are: throm- 
bosis at the site of puncture, hemorrhage or hema- theless 
toma following puncture, transient arterial spasm, rhe 
extravasation of radiopaque medium, sensitivity re- 
action to dye, embolism secondary to a dislodged § "°™ F 
atheromatous plaque, hemiplegia or paraplegia, oli- aaa 
guria, and perforation of an abdominal viscus. dant 
The authors conclude that a more careful considera- — 
tion of the indications and contraindications, more pe 
meticulous attention to technical details, and a full pea 
realization of the responsibilities involved will lessen ~ 
the hazards of angiography and make it even more bol 
valuable diagnostically than it is today. = “ 
—Robert A. Nabatoff, M.D. 
moda 
Arterial Circulation in Obliterative Arterial Disease pathe 
of the Limbs; Circulation Time. Epmonpo Matax, ¢ 
G. Tatton, F. Ascutert, A. Pucuionist, and C. ase. 
Matcutont. Angiology, 1956, 7: 499. As 
FLUORESCEIN with Wood’s light has long been used to J est! 
study venous circulation and circulation time; in 1947, believ 
Moore and Campbell injected fluorescein into arteries the m 
to study peripheral circulation. Using this principle, of the 
plus a histaminic pomphus, the authors have studied § ™que 
cases of thromboangiitic and sclerotic arteritis of the J my 
lower limbs. cessfu 
They found that the appearance time of fluores- Th 
cence at various limb levels was proportional to the  @War 
speed of blood flow in the arteries, as obtained by fj ‘mb 
progressive x-ray visualization. Their findings indicate 
that an increase in peripheral resistance brings about be dit 
a decrease in the stream speed, and that when the in- the f 
crease is due to vasoconstriction, the effects of the de- pi 


crease in caliber and speed result in a great diminu- 


< 


tion of flow. After lumbar ganglionectomy, all pa- 
tients who had vasodilatation had decreased circula- 
tion times. Since the flow increased at the same time, 
(as shown by plethysmograms), it is concluded that 
vasodilatation, circulation speed increase, and hypere- 
mia are all linked. 

The results of the investigation showed that there is 
arelationship between the transcutaneous appearance 
of fluorescence and the circulation time inside the 
large vessels; that interruption of the main stream 
increases the circulation time with the amount of in- 
crease being proportional to the level and extent of the 
obliteration and to the type of collateral circulation 
(circulation time is shorter if the collateral channels 
are few, straight, short, and of sufficient caliber). 
Vasospasm also slows down the circulation time. 

The present experiment was carried out by injecting 
0.5 c.c. of 5 per cent fluorine into the common fe- 
moral artery after producing a histamine wheal from 
the groin to the toes and determining the fluorescence- 
time from above-down at various levels. 

—Albert M. Schwartz, M.D. 


A Study of 94 Cases of Peripheral Arterial Embolism 
(Réflexions 4 propos de 94 embolies artérielles péri- 
phériques.) R. Fontaine, M. Kim, and R. Kieny. 
Lyon chir., 1956, 51: 655. 


PERIPHERAL ARTERIAL EMBOLISM represents but one of 
a variety of acute arterial ischemic disorders. It, of 
course, must be accurately differentiated from the 
other types, a differential diagnosis which is sometimes 
easy and sometimes quite difficult to ascertain; never- 
theless arteriography may be found of some 
assistance. 

The acute process is seen in all grades of severity, 
from gangrene to vascular compensation. Conse- 
quently, therapy must take into account the whole 
vascular defect, and it is for this reason that the au- 
thors have separated the cases of total massive ischemia 
from those only partially ischemic. The authors base 
their opinions on the study of 94 cases of massive total 
ischemia. 

In the first group, the treatment of choice was 
embolectomy before the tenth hour. After this the 
results rapidly become so poor that other therapeutic 
modalities must be employed, such as lumbar sym- 
pathectomy, or arteriectomy alone or followed by the 
use of a homograft, depending on the nature of the 


case, 

As to medical therapy with anticoagulants and 
anesthetic infiltrations with vasodilators, the authors 
believe that these techniques should be reserved for 
the more benign cases or those in which surgery is out 
of the question for one reason or another. These tech- 
niques must never be used as a substitute for embolec- 
tomy when it is indicated and can be carried out suc- 
cessfully . 

The authors think that many physicians are still un- 
aware of the urgent nature of peripheral arterial 
embolism. Only by early therapy will the number of 
unnecessary amputations for gangrene from this cause 
be diminished. Moreover, one must never lose sight of 
the fact that peripheral arterial embolism is but a 
symptom of an underlying disease, the nature of which 
must be diligently explored. This applies especially to 
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embolism of mitral origin, for at present commissurot- 
omy combined with auricular appendectomy and 
thrombectomy does not only improve cardiac function 
but prevents repeated peripheral embolism. 

—W. Newlon Tauxe, M.D. 


The Causes of Late Failures in Grafting Therapy of 
Peripheral Occlusive Arterial Disease. D. Emerick 
Joun G. Wuitcomps, and Rocer F. Smirn. 
Ann. Surg., 1956, 144: 611. 


THE MULTITUDE of factors that bear on the success or 
failure of vascular grafting procedures have been 
sifted in the seine of experience; after observing the 
results of 120 such procedures the authors’ analyses 
merit careful study. Their follow-up included angio- 
graphy in all early failures (23), in most of the late 
failures (20 of 21), and in 74 of 76 successful cases. If 
the grafts remained open beyond the early postopera- 
tive phase, and if they functioned another 3 months, 
a time of vulnerability appeared between 7 and 12 
months after operation during which late failure was 
relatively common. After 18 months of good function, 
success seemed assured. 

There were fewer successful results in the smaller 
vessels of the lower thigh than in the replacements of 
the aorta or pelvic vessels. The variations of tech- 
niques were less significant factors. The end-to-side 
lower anastomoses were better than the end-to-end; at 
the upper anastomosis, both methods are equally 
good. However, the comparisons are not ideal, since 
replacement with end-to-end suture was the rule in 
aortic and iliac grafting, whereas bypass with end-to- 
side suture has come to be favored in the thigh. There 
is some evidence that failure of the procedure was 
caused by the progress of intimal disease just distal 
to the anastomosis rather than by a stenosis of the 
anastomosis itself. 

The role of the graft in the late failure cases was 
evaluated after its removal and histologic examination 
in 16 of 21 cases. In the other 5 the grafts did not seem 
to be at fault. Of the 16 studied, although fibrotic and 
inflammatory changes had occurred, the grafts were 
intact tubes in 13 of the patients. A fourteenth graft 
was involved in a suppurative wound infection, and 
the fifteenth and sixteenth were narrowed by sutures 
on branches of the grafts, and followed by thrombosis 
in the narrow portions. The information gained from 
more prolonged follow-up suggests that deterioration 
and failure of some of the successful grafts have oc- 
curred or will occur, for angiograms demonstrate 
irregularities, dilatations, aneurysms, and mural 
thromboses. Such defects have been observed in 12 
grafts. The acceptance of the homograft by the host 
is not as yet a predictable matter. 

If the factors of vessel size or position, the technique 
of the procedure, and the nature of the graft are set 
aside, there seems to be a good correlation between 
the extent of the occlusive disease and the success of 
the operation. If the disease is localized to the segment 
replaced or bypassed, there is a better chance for suc- 
cess than in the cases in which the disease involves the 
arteries above or below the occluded segment. That 
limitation is most apparent when the lower popliteal 
artery and its branches are diseased. 

—Leonard D. Rosenman, M.D. 
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Arterial Homografts for Peripheral Arteriosclerotic 
Occlusive Disease. MicuHaet E. De Baxey, E. STAN- 
LEY CRAWFORD, OscAR CREECH, JR., and DENTON 
A. Cootey. Circulation, 1957, 15: 21. 


THE AUTHORS divide the 145 cases in this series on the 
basis of the 2 methods of grafting procedures used. In 
30 cases the occlusive lesions in the extremities were 
less than 15 cm. in length; they were completely ex- 
cised and replaced by arterial homografts. In 115 
cases the occlusive areas were longer, multiple, or 
inconveniently located for excision; therefore the by- 
pass procedure was employed by performing an end- 
to-side anastomosis between the graft and the host 
artery both above and below the site of the occlusion. 

The authors report that a distal pulsatile blood flow 
was successfully re-established in 130 (90 per cent) of 
the 145 patients. The failures followed excision and 
grafting in 4 patients, 1 of whom had an iliac occlusion 
and 3, femoral artery occlusions. The by-pass proce- 
dure failed in 11 patients, 4 of 61 with occlusion of the 
iliac artery and 7 of 54 with occlusion of the femoral 
artery. The authors associated these failures with 
complete distal femoral arterial occlusions in the 4 
patients with iliac artery failure; and in the 7 patients 
with femoral occlusion, in which the graft did not 
remain open, they attributed the failure to the fact 
that the distal patent segment was small and its out- 
flow was so reduced that thrombosis occurred during 
or soon after operation. In none of these patients who 
were subjected to the by-pass procedure was the con- 
dition made worse by the operation. 

Intermittent claudication, rest pain, and pain from 
ischemic ulceration were immediately and completely 
relieved in all patients in whom the grafts remained 
patent. Only 2 patients have had a recurrence of 
symptoms, which in both instances was associated 
with thrombosis of the graft. The 2 deaths in this 
series were due to acute myocardial infarction occur- 
ring during operation. A superficial wound infection 
developed in 1 patient and another had thrombo- 

hlebitis associated with a small pulmonary infarct, 
iad both recovered completely without residual dis- 
turbances. The single major amputation performed 
following a by-pass graft was for a part that was 
destroyed prior to hospital admission. The preopera- 
tive circulation was unaltered in the 11 by-pass fail- 
ures. Among the patients subjected to excision and 
graft the circulation of 2 extremities was severely im- 
paired by an unsuccessful operation so that amputation 
was later required. 

The authors believe that operation is contrain- 
dicated in the patient with severe impairment of 
cardiac or other vital function and only intermittent 
claudication. However, in patients with occlusive 
lesions that threaten loss of the extremity, operation 
may be indicated. Arteriographic studies demonstrate 
the presence of an adequate patent peripheral arterial 
bed below the occluded segment. 

The availability of arterial homografts preserved by 
the freeze-drying process contributed to the successful 
application of this method. 

The natural response of the arterial bed to occlu- 
sion is the development of collateral vessels around 
the obstructed area. The end-to-side by-pass operation 
consists in the addition of an artificial collateral artery 


around the obstruction. The small incisions require 
minimal dissection, the host artery is only slightly 
disturbed, and no collateral branch is sacrificed. The 
most normal section of the host artery can be selected 
for anastomosis. The authors believe that the by-pass 
procedure is the procedure of choice even in cases 
with relatively short occlusive lesions. This form of 
therapy is applicable in the majority of patients with 
arteriosclerotic arterial insufficiency of the lower ex- 
tremities. 

The authors report that virtually all patients ex. 
amined and found on arteriography to have iliac 
occlusion proved to be candidates for operation, and 
successful results were achieved in 93 per cent of them. 
The incidence of operability was somewhat lower 
among patients with femoral occlusion; well over 
half of them were operated upon and in 87 per cent 
of these successful results followed the operation. 

—Alan L. Dorian, M.D. 


Major Arterial Grafting in 169 Consecutive Cases; a 

reliminary Report on the Incidence of Success 

and Failure. A. W. Humpurigs, V. G. pEWoLrzr, and 
F. A. LeFevre. Arch. Surg., 1957, 74: 65. 


AT THE CLEVELAND CLINIC, major arterial grafting 
with freeze-dried homografts sterilized in ethylene 
oxide has proved successful in 72 per cent of the cases. 
Of 169 arterial homografts, 14 per cent were failures 
initially, that is, no pulses were present at the end of 
the procedure nor was there any oscillometric im- 
provement. Three per cent of the grafts failed after 
an initial success, usually because of advancing disease 
in the arteries distal to the graft and in the graft it- 
self. The mortality rate was 11 per cent with 18 deaths. 
Three deaths were attributed to retroperitoneal in- 
fection with erosion of the graft and exsanguination, 
Seven others died of postoperative leak; 1 each on the 
first, eleventh, twelfth, fourteenth, and _ twentieth 
postoperative days. There was an additional fatal 
leak after 5 months and another after 1 year. These 
10 deaths were directly related to the grafting proce- 
dure. There were 8 additional fatalities due to trans- 
fusion reactions, coronary occlusion, pulmonary ed- 
ema, or ventricular fibrillation. 

If patients are differentiated on the basis both of 
symptoms and findings a distinct difference in results 
can be anticipated. Thus patients with occlusion of a 
major artery and no angiographic evidence of refilling 
of the parent vessel at a lower level are entirely de- 
pendent upon collaterals from a point proximal to 
the occlusion. If such patients have symptoms more 
severe than simple intermittent claudication, the over- 
all chance of successful grafting drops to 44 per cent. 
More severe symptoms would include definitive rest 
pain, marked rubor on dependency and pallor on 
elevation, increased venous filling time, and trophic 
changes. 

In an addendum the authors list 91 additional grafts 
for a grand total of 260 grafts with an overall success 
rate of 77 per cent. 

The commonest reason for initial failure is said to 
be “inadequate exit flow,”’ which refers to the dimin- 
ished blood-carrying capacity of the patent vessels 
distal to the graft. Thus there is stagnation and even- 
tual thrombosis in the graft. Of interest in this regard 
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is the small incidence of failure (14 per cent) in the 
aortoiliac group compared to the femoropopliteal 
group (33 percent). — Everett Shocket, M.D. 


The Replacement of Long and Narrow Arterial Seg- 
ments; an Experimental Study of Heterografts and 
Seamless Woven Nylon and Teflon Prostheses. D. 
EmeRIcK SzILacy1, CLAIBOURNE P. SHONNARD, JUAN 
Lopez y Lopez, and Nicuotas P, D. Smytu. Surgery, 
1956, 40: 1043. 


On account of the high incidence of femoral and 
popliteal occlusive arterial disease and the difficulty 
of obtaining homogenous arteries suitable for use as 
grafts, the need for vascular substitutes which ap- 
proximate the dimensions of the human femoropop- 
liteal trunk is evident. The authors conducied an ex- 
perimental investigation designed to evaluate the be- 
havior of long, narrow segments of heterogenous ar- 
teries and seamless woven plastic (teflon) tubes used 
as arterial substitutes. Long, narrow conduits of these 
materials were placed alongside of the normal dog’s 
aorta, and the grafts were united end-to-side distally 
beyond the inferior mesenteric artery and end-to-end 
with the thoracic aorta proximally. The diameter of 
the vessels of this type parallels that of human femoro- 
popliteal arteries. Long and narrow homografts were 
also used in this procedure. 

The length of the segments of the plastic tubes 
varied from 18 to 24 cm. and the diameter from 8 to 
10 mm. Lyophilized and chemically sterilized bovine 
heterografts, and seamless woven tubes of teflon, 
bleached teflon, and of nylon were implanted in dogs 
and observed for periods ranging from 2 weeks to 13 
months. The heterografts proved to be the least satis- 
factory replacements for the long and narrow arterial 
segments. About one-half of the heterografts proved 
satisfactory, about one-third ruptured sometime dur- 
ing the period of observation, and the remainder 
underwent moderate to advanced degenerative 
changes. 

During the period of observation, prostheses of 
nylon, teflon, and bleached teflon, in the dimensions 
stated above, proved to be satisfactory arterial sub- 
stitutes. The few failures observed with these plastic 
replacements appeared to be caused not by the bio- 
logic behavior of the material but rather by minor 
and virtually unavoidable technical errors which re- 
sulted in various degrees of wrinkling of the materials 
used. The lack of elasticity of such plastic prostheses 
renders their insertion difficult. The seamless teflon 
prosthesis seems to offer distinct advantages as a vas- 
cular substitute because of its minimal tissue reaction 
and its nonwettable and durable qualities. 

—Orville F. Grimes, M.D. 


Digital Blood Flow Following Reconstructive Arterial 
urgery. OscAR CREECH, JR., E. DeBaKeEy, 
and Ratpu Cutorta. Arch. Surg., 1957, 74: 5. 


THE APPLICATION of the Burch technique for pleth- 
ysmographically measuring digital blood flow has been 
applied to patients before, after, and during recon- 
structive arterial surgery with interesting results. The 
Burch technique involves pneumatic venous occlusion 
at a pressure just below the arterial diastolic pressure, 

reby occluding venous outflow. Thus, blood volume 
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inflow changes of 0.1 cubic millimeter or less are re- 
corded by a direct writing electrocardiagraphic ma- 
chine. Usually the second, right finger tip and both 
the right and the left, second toe tips were measured. 
The patients were always recumbent with the digits 
at heart level. The ambient temperature was gener- 
ally 76 degrees F+1 except in the operating room 
where it was 72 degrees F+1. The measured volume 
inflow was recorded in cubic millimeters of blood per 
5 cubic centimeters of part per second. 

Twenty-five patients have been studied with this 
technique. Arterial occlusion has been consistently 
associated with a reduced mean blood flow in the 
distal digits. Interestingly, anesthesia per se often 
effects an increased flow which the authors attribute 
to a nullification of the vasoconstrictive influences. 
Likewise, on occasion the digital flow immediately 
after arterial reconstruction (aortic graft or bypass) 
was not found to be as great as it was a month later. 
Again it is suggested that operative pain may tenta- 
tively enhance reflex vasoconstrictive forces. Of course, 
relative hypotension in the immediate postoperative 
phase will itself reduce peripheral volume flow as will 
uncompensated blood volume loss. These factors 
must be kept constant to permit the reliable accumu- 
lation of data. 

In 1 patient, during aortic homografting for bifur- 
cation occlusion, the clamping of the aorta just above 
the inferior mesenteric artery take-off resulted in only 
a minimal decrement of measured digital (toe) flow. 
Resection of the aortic bifurcation with division of 
the inferior mesenteric and the several lumbar arteries, 
however, did reduce the flow to zero. Restoration of 
flow through the aorta and the right iliac artery only 
resulted in an increased measured flow in the left 
(sic) toe. Thus the presence of significant collateral 
pathways via the inferior mesenteric, the several lum- 
bar, and the hypogastric arteries is indicated. Such 
collaterals are not as readily demonstrable in aneury- 
smal disease in which the stimulus for collateral com- 
pensation may not be as great as in occlusive disease. 

The authors hasten to emphasize the preliminary 
nature of this report but the value of the technique 
seems evident. Nine case histories with accompanying 
plethysmograms are presented in some detail. 

—Everett Shocket, M.D. 


Clinical Contribution to the a of Venous 
m 


Congestion in the Upper Limb (Klinischer Beitrag 
zum Syndrom der Venenstauung der oberen Extremi- 
taet). C. Stecer. Helvet. chir. acta, 1956, 23: 487. 


THE CLINICAL PICTURE characteristic of venous con- 
gestion in the upper limb can be of a continuous or 
intermittent type. It consists, progressively, of pain, 
swelling, cyanosis, feeling of heaviness, edema, 
and a prominent venous reticulum. A thrombotic 
process has been frequently proved to be the cause of 
venous obstruction. The composition of the blood, 
circulation conditions, thrombophlebitis, and chronic 
traumatism of a small area of the vascular wall by 
strong repeated stimuli have been considered as 
possible etiopathologic factors. Very seldom have 
malformations of the clavicle, usually following frac- 
tures, been described as the cause of an external ve- 
nous obstruction. 
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The author describes the case of a unique abnor- 
mality of the clavicle which he calls “‘clavicula bi- 
furcata sternalis.” This condition caused a stenosis of 
the subclavian vein which resulted in the clinical 
picture of the syndrome of venous congestion. One 
third of the clavicle was surgically removed. This 
brought about only a partial disappearance of the 
symptoms of congestion because of the irreversible 
character of the venous stenosis. 

—Victor R. Jablokow, M.D. 


Problems Arising from the Combination of Sympa- 
thetic Blocks and Anticoagulants in the Treatment 
of Phlebitis (Les problémes posés par l’association 
infiltrations-anticoagulants dans le traitement des 
phlébites). A. Atmes and P. FRANCHEBOIs. Sem. hop. 
Paris, Ann. chir., 1956, 32: 1165. 


THE AUTHORS consider that paravertebral sympathetic 
block and heparin therapy both constitute major 
advances in the therapy of venous thrombosis. They 
are concerned with the complication of retroperito- 
neal hemorrhage which may occur when these two 
therapies are combined, and report a case. 

Possible sources of hemorrhage are from puncture 
of the major arteries, lumbar veins, or small arterioles 
or capillaries. Failure to observe hemorrhage following 
aortography in heparinized animals makes the aorta 
an unlikely source. It is believed that hemorrhage oc- 
curs from wounds in small vessels and is delayed until 
traumatic vascular spasm from the injury is released. 
Although such hemorrhage has been blamed on 
arteriosclerotic disease, repetition of blocks, and hy- 
persensitivity to anticoagulants, the combination of 
the two therapies seems the most obvious cause. The 
authors consider this combined therapy to have great 
value, but that it is accompanied by considerable risk 
of hemorrhage; therefore they advise extreme caution 
in its use. — Robert S. Shaw, M.D. 


Indications for Surgical Treatment of the Post- 
phlebitic Syndrome. J. Owens and 
TON L. ANDERSON. Surgery, 1957, 41: 81. 


CONSERVATIVE TREATMENT has given an 85 per cent 
rate of satisfactory results in 154 patients with the 
postphlebitic syndrome. This plan requires the pa- 
tient’s education and cooperation, vigorous treatment 
of allied conditions, control of infection, avoidance of 
prolonged dependency of the lower extremities, and, 
finally, progressive ambulation with compression. 

Only 27 patients have had operation. The indica- 
tions for surgery have been: (1) skin grafting for an 
indolent ulcer, especially if there is a question of 
malignancy, (2) the presence of brawny, indurated 
legs in which edema does not subside satisfactorily, 
and (3) excision of varicose veins, the most common 
operation in this series. 

The duration of the postphlebitic syndrome varied 
from less than 6 months to 53 years. Only 18 of the 
patients (12 per cent) required admission to the hos- 
pital and they were admitted because of thrombo- 
phlebitis, cardiac failure, cellulitis, large or malignant 
ulcers, or surgical treatment. Edema of the lower ex- 
tremity was present in all of the patients. There were 
3 cases which presented malignant degeneration of 
leg ulcers. 


Venography was discontinued because complica- 
tions occurred, the findings were difficult to interpret, 
and the procedure while being of academic interest 
was of little benefit to the patient. 

The authors conclude that surgery has its place in 
the treatment of the postphlebitic syndrome, but it 
should be reserved for those complications which have 
failed to clear up after a thorough conservative regi- 
men. Their results have been so gratifying to date 
that surgery has played a very minor role. 

—Robert A. Nabatoff, M.D. 


The Results and Technique of the Stri 
tion for Varicose Veins. THomas T. 
M. Ass., 1957, 163: 87. 


FROM HIS EXPERIENCE with the stripping operation in 
the last 9 years, the author suggested the following 
important points for a successful result: (1) efficient 
diagnosis, and (2) a very extensive operation. The 
latter must include: (a) complete wide dissection, 
ligation, and section of all visible veins at the groin 
except the femoral vein, (b) complete removal of all 
varicosities in the thigh and leg which are an intricate 
part of the specific incompetent system, as sclerosing 
therapy should be relied on only for small veins for 
cosmetic reasons, (c) ligation of all palpable perfor- 
ating veins in the thighs, legs, and feet, and (d) re- 
moval of dilated veins of the feet, especially when 
they are associated with incompetent perforating 
veins or are causing static changes in the skin covering 
them. 

In 1,189 of the 2,660 stripping operations per- 
formed in the period from 1947 to 1951, inclusive 
(while the procedure was being developed), the results 
were considered as follows: 

1. Excellent: when the over-all result was good, 
the symptoms and signs had disappeared or were less 
apparent, and no follow-up injection therapy was 
required. 

2. Good: when the results were the same as those 
considered excellent except that a few collateral 
vessels were present, and from 2 to 4 cubic centi- 
meters of sclerosing solution were required to close 
them. 

3. Fair: when the symptoms and signs showed 
some improvement in the condition, and 5 c.c. or 
more of sclerosing solution were required to close the 
collateral channels, but no main channels had re- 
formed. 

4. Poor: when one or more of the main channels 
had reformed or persisted, even though there was 
no problem of stasis. ; 

Complete stripping of the great saphenous vein 
from the foot to the groin gave excellent and good 
results in 94 per cent of the cases, fair results in 5 
per cent, and poor results in 1 per cent. Complete 
stripping of the small saphenous vein from the foot 
to the knee yielded excellent and good results in 95 
per cent of the cases, fair results in 4 per cent, and 
poor results in 1 per cent. Partial stripping of the 
great saphenous vein (to the knee only) yielded excel- 
lent results in about 25 per cent, good results in 32 
per cent (a total of excellent and good results in 57 
per cent), fair results in 30 per cent, and poor results 
in 13 per cent. The results since the follow-up study 
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was done have been more successful as the technique 
has been improved. 

The complications following the 1,189 procedures 
consisted of 4 postoperative episodes of thrombo- 
phlebitis (an incidence of 0.3 per cent), and 3 episodes 
of pulmonary emboli, only one of which was of a seri- 
ous nature (an incidence of 0.2 per cent). There has 
been one death from pulmonary emboli in the 9 
year period (1947 to date), an incidence of 0.02 

r cent. 

The stripping operation is the best method de- 
vised as yet for the treatment of varicose veins. De- 
tailed information concerning the procedure is pre- 
sented in the original article. At the time the study 
was made, 5,493 stripping operations had been per- 
formed at the Mayo Clinic. If properly performed, 
the operation destroys the venous pattern and col- 
lateral veins sufficiently well that recurrences or 
persistences are uncommon, at least for years. Of 
course the length of the operation is a deterring 
factor. However, the patient is usually satisfied and 
the results, good or excellent in 94 per cent, speak for 
themselves. 


Leg Ulcers—the Results of Treatment. S. T. ANNING. 
Angiology, 1956, 7: 505. 


THIs INVESTIGATION was made in an attempt to dis- 
cover the latest results of the treatment of leg ulcers 
by nonsurgical methods (compression and massage) 
and to provide, if possible, a means of comparison 
with other forms of treatment. Since 1947 careful 
records of 1,380 patients have been kept; 974 of the 
ulcers were post-thrombotic, 165 varicose, 195 of 
doubtful venous etiology, 36 of arterial origin, and 
10 associated with arthritis. 

One hundred consecutive cases seen after 1949 were 
selected, excluding those of doubtful venous origin, 
of patients followed up less than 2.5 years, and of 
those who had surgical treatment or “‘arterial’’ ul- 
cers. There were 32 men and 68 women, and of these 
79 had post-thrombotic ulceration. All were ambulant 
and were treated by compressive bandages, local 
treatment of the ulcers when required, and a few by 
Bisgaard’s massage. After healing of the ulcers, elastic 
stockings or bandages were supplied to be worn when- 
ever out of bed. 

The patients were followed up for 2.5 to 7 years 
and recurrences were found in 59 per cent, 21 during 
the first year, 14 in the second year, and 17 in the 
third year. No relationship was found between the 
duration of ulceration or season of the year and the 
recurrence rate. 

The causes of relapse included failure to maintain 
elastic support, pregnancy, minor injuries to the legs, 
occupations requiring prolonged standing, sensitiza- 
= to drugs (penicillin or a sulfonamide), and febrile 
illness. 

The author compared his results to those of Bauer’s 
cases after popliteal vein ligation and found that the 
latter’s recurrence rate was much smaller than his 
own. He discusses various factors which might be re- 
sponsible and concludes that the discrepancy cannot 
be accounted for, but that it seems probable that the 
\Wo series are not comparable. 

—Albert M. Schwartz, M.D. 
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Remarks Concerning Venous Thrombosis and Its 

Sequelae. René Fontaine. Surgery, 1957, 41: 6. 
FONTAINE BELIEVES that there is no etiological differ- 
ence between the so-called bland, or phlebothrom- 
botic, disease and the inflamed, or thrombophlebitic, 
condition. The differences in the clinical manifesta- 
tions are due to the completeness of the contraction of 
the thrombus within the vein: in the former, termed 
emboligenic thrombosis, the clot retracts, has limited 
contact with the vein, and may be broken off into the 
blood stream; and in adhesive thrombosis the less 
complete retraction permits contact between the clot 
and the endothelium and stimulates mural and peri- 
venous inflammation. 

Several factors together initiate the thrombosis: 
stasis of the blood flow, abnormal clotting tendency 
of the blood, and changes in the venous endothelium. 
Fontaine illustrates fine, streaklike defects in the endo- 
thelium of the veins in patients who have had recent 
childbirth, operations, or injuries. 

With reference to changes in the coagulation mech- 
anism, the author summarizes his investigations. 
Hyperprothrombinemia is a variable and questionably 
significant feature of postoperative thrombophlebitis. 
The rate of thrombin degeneration tends to be slow 
in persons who develop emboligenic thrombosis, and 
not in those with adhesive thrombosis. Both the 
thromboplastic and the anticoagulant activities of 
thrombotic bloods vary widely. The same is true for 
the fibrinogen content. Therefore, while it must be 
assumed that hypercoagulability is one factor in the 
origin of the disease, the precise definition of it is 
lacking. 

With this concept Fontaine has separated his pa- 
tients into two groups, one of which includes those 
with diseases or operations which are believed to pre- 
dispose to thrombosis. If any patient in this group has 
a coagulative abnormality, in particular hyperpro- 
thrombinemia or a reduced thromboplastic index, he 
is given an anticoagulant; if the first, a prothrombin 
inhibitor such as tromexan and if the latter, heparin. 
It is believed that the careful selection of patients for 
anticoagulant therapy has reduced the incidence of 
thrombotic complications by 90 per cent in recent 
years. 

Because 60 per cent of his patients have involve- 
ment of the thigh, groin, or pelvic’ veins, he does not 
recommend interruption of the femoral veins in order 
to prevent pulmonary emboli. If that complication 
does appear, he encourages surgical intervention. 
Fearing serious late ill effects, he has employed in- 
ferior caval interruption only 4 times. He has preferred 
to resect the inflamed and occluded upper groin seg- 
ment, to open the vein and extract the thrombus, and 
to use anticoagulants. He believes he has avoided 
caval ligation, and relieved the obstructive, inflam- 
matory, and reflex vasospastic features of the disease, 
as well as prevented recurrent emboli. Fifty-one of 71 
patients, including 13 with phlebitis of the upper ex- 
tremity, had pulmonary emboli prior to the combined 
treatment. None had embolism after surgery. 

The late manifestations of the postphlebitic state 
seem to be fewer in the patients who have had phle- 
bectomy or thrombectomy than in those who had 
medical treatment alone or caval ligation. 
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Fontaine believes that the thrombosis of the deep 
veins, the incompetence of the deep and superficial 
veins, the inflammation of the venules, and the prop- 
agation of thrombosis into the venules lead to the 
cutaneous sclerosis of the postphlebitic leg. As the 
thrombosis and fibrosis progress the cutaneous cap- 
illaries are choked, and the arterial blood is shunted 
into the veins through the regional glomera. There- 
fore, he recommends that the diseased skin and 
panniculus be excised and replaced with skin grafts, 
and that the worker deal with the incompetence of 
the deep and superficial veins in the treatment of the 
fullblown postphlebitic stasis syndrome. 

—Leonard D. Rosenman, M.D. 


BLOOD; TRANSFUSION 


Latent Iron Deficiency in Chronic Blood Donors 
(Latente Eisenmangelschaeden bei Dauerblutspen- 
dern). Hans DrerricH SCHUMANN, HiLDEGARD PEIs- 
KER, and Ginter Bast. Langenbecks Arch. u. Deut. 
aschr. Chir., 1956, 283: 280. 


THE WIDESPREAD AND INCREASING USE of blood trans- 
fusions as therapeutic and supportive agents presents 
several problems, There is the damage to individuals 
who have donated blood excessively; however, it is 
also mentioned that a surprisingly large number have 
donated blood after short intervals with no signs of 
damage. The general well-being, and the hemoglobin 
and red cell counts are only superficial means of eval- 
uation. The authors emphasize that latent iron de- 
ficiency and resulting damage can be evaluated only 
by more sensitive tests, such as serum iron level deter- 
minations and iron absorption curves. 

One hundred twenty “repeat”? donors were ex- 
amined and compared to normal controls. The serum 
iron, red blood count, hemoglobin, number of blood 
donations, the interval between blood donations, and 
the iron absorption curves were the main criteria. 

The individual difference in the regeneration of 
blood is determined, first of all, by the magnitude of 
the iron depot, that is, the amount of iron which is 
available for hemoglobin synthesis, the absorption of 
iron from the gastrointestinal tract being of secondary 
importance. The chronic blood loss due to blood do- 
nations, as exemplified by the authors’ data, is respon- 
sible for the iron deficiency of varied degrees. 


To prevent damage due to iron deficiency, the fol- 
lowing criteria for the selection of blood donors is 
emphasized: 

1. Aside from the routine data, such as the history of 
diseases and the chronic blood loss, the serum iron 
levels should be determined. Normal levels are a fair 
criterion of clinically healthy patients, and any devia- 
tion from the normal contraindicates blood donation. 
Oral iron absorption curves are desirable and are 
more dependable. 

2. Repeated blood donations should be allowed 
only after the available iron depots are replenished. 
Although the laboratory determinations of such iron 
depots are too complicated, the available data indi- 
cate that a period of at least 2 months between indi- 
vidual blood donations should be observed. Even then, 
iron deficiencies occurred in this series in 18.18 per 


_ cent of the patients. 


3. The individual blood donation should never be 
greater than 400 ml., and in rare exceptions 500 ml. 

4. Oral iron therapy should be instituted between 
blood donations, the amount of iron to be adminis. 
tered being 10 times the amount of iron donated. 

5. Although professional donors are necessary in 
emergencies, the use of the occasional volunteer donor 
is recommended. —Karel B. Absolon, M.D, 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Direct Transcutaneous Lymphography (Linfografia 
diretta transcutanea). G. Marcozz1 and G. A. Ricci. 
Ann, ital. chir., 1956, 33: 401. 


THE AUTHORS review thoroughly the medical litera- 
ture regarding the attempted visualization of human 
lymphatics. They report the case of a 20 year old 
fisherman afflicted with lymphedema in whom they 
were able to cannulate a dilated lymphatic vessel 
transcutaneously and outline the lymphatic system 
by means of a radiopaque medium. Markedly dilated 
and tortuous lymphatic vessels were demonstrated 
successfully. 

They suggest that in cases in which the lymphatic 
vessels are not adequately dilated for study by this 
technique that dyes be injected locally and then the 
colored vessels may be more easily cannulated for 
further study through a local incision. 

—George L. Nardi, M.D. 
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SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Determination of the Changes in the Small 
Vessels of a Flap After Division of Its Pedicle. 
Witrrep Hynes. Brit. 7. Plast. Surg., 1957, 9: 251. 


WHEN ONE PEDICLE of a double-pedicled flap is to be 
divided, considerable help in predicting the post- 
operative behavior of the flap can be obtained by 
using one of a number of methods of estimating the 
blood flow through the opposite pedicle before opera- 
tion. This is done after temporarily occluding the 
pedicle to be divided by a clamp or tourniquet. The 
information obtained by using these tests should, 
however, be supplemented by a knowledge of the 
changes that occur in the arterioles and capillaries in 
the distal end of the flap after the pedicle has been 
divided. These small vessels have to receive and then 
distribute the blood entering the flap through its in- 
tact pedicle. If they succeed in doing this, the distal 
end of the flap will survive; if they fail to do so the end 
of the flap will necrose. 

During the first 48 hours after operation, after an 
initial spasm, the arterioles and capillaries at the free 
end of the flap become widely dilated. This vasodila- 
tation is due partly to anoxia, but the author is of the 
opinion that sympathectomy of the small vessels, 
which must occur when a pedicle is divided, also plays 
apart. During the third to the seventh day after oper- 
ation, the widely dilated vessels at the distal end of the 
flap become smaller as vascular tone spontaneously 
_ returns until, on about the seventh postoperative day, 
the vessels may be said to be ‘“‘conditioned,” that is, 
they remain larger than normal vessels but are con- 
siderably smaller than they were during the first 48 
hours after the pedicle was divided. 

From these considerations it appears that small 
vessels can occur in three states: i) they may be 
normal; (2) they may be widely dilated, and (3) they 
may be “conditioned.” This occurs by the seventh 
postoperative day in the edges of wounds or in the 
distal cut end of a flap. The vessels are therefore in the 
optimum condition and it is much safer, at this stage, 
to carry out further operations and maneuvers, fol- 
lowing which they will be called upon to allow the 
passage of blood through them without the danger of 
thrombosis. 

The evidence that small blood vessels can exist in 
three different conditions has been indirect. The au- 
thor has attempted to use a direct method to deter- 
Mine the condition of the small vessels in the skin by 
testing their reaction to the local application of adren- 
alin chloride in a 1 to 1,000 solution. The reaction in 
the various types of vessels is as follows: (1) in normal 
skin vessels, if a small amount of adrenalin chloride is 
inected into the skin a small, red, circular patch ap- 
pears at the site within 10 to 15 seconds and, in about 
1 minute, this patch becomes dead white and is sur- 
rounded by a red areola; (2) the fully dilated skin 
vessels, which occur up to 48 hours at the edges of a 


wound or in the distal end of a flap, show no reaction; 
(3) “conditioned vessels” appear to behave like de- 
nervated tissue in that they are hypersensitive to 
adrenalin chloride. When adrenalin chloride is 
pricked into skin in which the vessels are “‘condi- 
tioned,” a circular white patch appears at the site 
within a few seconds, and it becomes whiter and larger 
and persists longer than the white reaction seen with 
normal vessels. 

It is therefore possible to determine the condition 
of the small skin vessels in any area and then to pre- 
dict whether it is safe or unsafe to carry out procedures 
which may throw an extra burden on them; for ex- 
ample, it may be possible to show when a delayed flap 
is ready for transfer. This is a short but excellent paper 
written by an author who has had considerable ex- 
perience in this phase of reconstructive surgery. 

—Frank W. Pirruccello, M.D. 


tion of the Fibrin of the gulum (La fibrinolisi 
post-operatoria; studio dell’entita del fenomeno, at- 
traverso la determinazione quantitativa della fibrina 
del coagulo). TonELLI and PasQuaLe SCALFATI. 
Policlinico, sez. chir., 1956, 63: 349. ; 


TWENTY HEALTHY INDIVIDUALS were studied with 
reference to the process of fibrinolysis. The pure 
plasma clot was obtained in the usual manner, by the 
method of Bidwell and Macfarlane (Biochem. 7., 
1951, 49: 62) and determination of the fibrin was 
carried out essentially by the method of Kautzsch and 
Rascher (Klin. Wschr., 1950, 28: 694). This consists 
of measurement of the tyrosin equivalent of the fibrin 
present in the coagulum obtained from 0.5 c.c. of 
recalcified plasma. By the colorimetric method em- 
ployed, the value obtained during the first hour is 
considered to be 100 per cent. The readings obtained 
after 24, 48, 72, and 96 hours are taken as percentages 
of the original first hour dosage. The percentages 
in the 20 plasmas examined averaged as follows: 
after 24 hours 91.2 per cent of the fibrin remained in 
the clot, after 48 hours 83.3 per cent, after 72 hours 
72.7 per cent, and after 96 hours 53.4 per cent. 

In 20 patients who were being prepared for opera- 
tion for a variety of conditions the results obtained 
during the first hour did not differ essentially from 
those obtained in healthy individuals and were also 
taken as 100 per cent. Such results do not agree with 
the conclusions of other workers who have claimed 
that there is an increased fibrinolysis just preceding 
operation, and postulate a so-called “anxiety fi- 
brinolysis.” 

The results recorded are averages; in the group 
of 20 operative patients there were 3 who gave excep- 
tionally low figures. These were patients exhibiting 
hepatic lesions; 2 with cirrhosis and 1 patient with 
empyema of the gallbladder. Quite low figures were 
also obtained froma patient who was operated upon 
for carcinoma of the uterus. 

—john W. Brennan, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Therapy of Burns (Terapia delle ustioni). ACHILLE 
Grasst. Minerva med., Tor., 1956, 47: 2029. 


THE CURRENT CONCEPTs of the underlying pathology 
of burns is briefly presented. The emergency care 
and the local and systemic therapy is presented in 
detail. 

The treatment of pain may be managed effectively 
with ample doses of morphine. This can be supplanted 
by the intravenous drip of novocain to ameliorate 
local pain. It is important that pain be relieved to 
reduce the severity and duration of the accompanying 
shock. Cardiovascular collapse should be treated by 
the intravenous infusion of plasma. This is the best 
solution to be used during the acute phases of shock 
accompanying burns. The hematacrit level should 
be kept at 42. On the third day following shock, the 
patients usually develop anemia with their plasma 
loss, and fluid replacement should consist of whole 
blood given intravenously. This should be followed 
by a red blood count which should be kept over four 
million. The urinary output should be kept over 
500 c.c. per 24 hours. This is best accomplished by 
the intravenous administration of saline solution. 
This solution should be given only after the plasma 
and cellular volume of the blood are at optimal levels. 
In cases of prolonged shock, oxygen should be ad- 
ministered. Steroid therapy with cortisone and ACTH 
has not given consistently good results when used 
in the treatment of burns. On the other hand, hiberna- 
tion therapy and hypothermia has been found to be 
very effective in preventing the secondary complica- 
tions of burns. Because of the high incidence of 
secondary infection, the patient should be given large 
doses of antibiotics. 

The treatment of the local lesion should be directed 
to reducing secondary infection, and the effusion of 
plasma. The wounds must be treated under surgical 
aseptic conditions. They should be irrigated with 
physiological solution containing penicillin. Sterile 
vaseline dressings should then be placed over the 
lesions and covered by light compression dressings. 
When secondary necrotic scars appear, then the 
wound should be irrigated with hypochlorite solu- 
tion. After these necrotic areas are removed, chloro- 
phyll ointments may be used to accelerate epitheli- 
zation. 

Supportive therapy should include antibiotics, a 
high protein diet, and vitamin therapy. Surgical 
therapy of the subsequent scars should be given at a 
later date when all signs of infection have cleared and 
the necrotic tissue has been replaced by mature 
fibrous tissue. These lesions can best be dealt with by 
means of resection and the application of autoplastic 
grafts. 

Adherence to these principles of therapy have 
greatly improved the results that have been obtained 
in the last decade in the treatment of burns. Until 
these methods become within the realm of every 
practicing physician, the author thinks these results 
can only be realized by the organization of burn 
centers in strategic hospitals throughout the country. 

—Roland A. Manfredi, M.D. 


Arrest of Scar Formation; Failure of Grafts; Critical 
Phase in Treatment of Severe Burns (Arrét de 
cicatrisation ; échec des greffes; phase critique dans le 
traitement des grands brulés). P. Corson, P. Srac- 
naARA, H. Hovort, and J. Lectercg. Lyon chir., 1957, 


THE AUTHORS report 9 cases of severe burns in which 
failure of epithelization from the periphery and failure 
of the grafts presented therapeutic problems. They 
discuss the causes of these failures and the manage- 
ment of extensive burns. 

The failures may be caused by various factors: 
local infection by pyocyaneus or hemolytic strepto- 
cocci, vasomotor disturbances in the area of the burn, 
exuberant granulation tissue, deficient vasculariza- 
tion of the underlying structures, and hypoprotein- 
emia caused by loss of plasma protein in the wound 
secretions. An additional loss of plasma protein may 
be produced by denudation of the skin in the area 
from which the autograft is taken. 

In discussing the management, the authors em- 
phasize the importance of high protein and high 
caloric nutrition, blood and plasma transfusions, and 
early muscle exercise. To improve the blood circula- 
tion in the affected area vasodilator drugs have been 
used successfully. 

The technique of skin grafting is discussed in de- 
tail. To prevent excessive granulation in the donor 
area, thin thickness split grafts are used; in severe 
cases they are used in several consecutive stages to 
prevent shock. Use of the electric dermatome is very 
helpful in obtaining thin and even grafts. Daily ir- 
rigation of the burn with sodium hypochlorite, mas- 
sage, and muscle exercise should always precede the 
grafting. 

ACTH and cortisone are contraindicated in the 
acute phase, but have given spectacular results in 
chronic conditions, possibly because they increase the 
appetite and produce a positive nitrogen balance in 
patients whose general condition had been poor pre- 
viously. — Werner M. Solmitz, M.D. 


Tetanus—a Present Day Analysis. Norman A. CHris- 
TENSEN and GeorcE G. STILWELL. World M. 7., 1956, 
3: 333; 1957, 42 29. 


TeTANus is a disease of worldwide distribution that 
will continue to plague mankind until active immuni- 
zation against it is applied universally. The clinical 
entity of tetanus is a complication of infection with 
the Clostridium tetani, as the symptoms are produced 
by the toxin elaborated by the organisms, which re- 
main at the site of injury. 

Immunity to further attacks is not conferred on the 
person who has recovered from tetanus. Severe 
tetanus can follow such obscure and unimportant 
wounds that the person does not think of seeking 
medical attention for them. The diagnosis of tetanus 
rests on clinical grounds, as speed in beginning treat 
ment is of utmost importance. 

The chief aims in the treatment of tetanus are t0 
prevent a lethal dose of toxin to the nervous system 
and to provide supportive measures so that the pa 
tient does not die from exhaustion or other complica 
tions of the disease. The use of a tetanus team for the 
management of patients who have this disease ca! 
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produce a significant reduction in the mortality rate. 
Specialists who may be included on such a team are 
internists, neurologists, orthopedists, anesthesiologists, 
pediatricians, plastic surgeons, clinical pathologists, 
bacteriologists, physiologists, and pharmacologists. 

The care of the patient with tetanus includes early 
and vigorous use of adequate amounts of antitoxin, 
surgical care of the wound, use of sedative agents and 
antibiotics, tracheotomy (if needed), an adequate 
diet, the use of oxygen, and the parenteral administra- 
tion of fluids and electrolytes. Adrenocortical and 
adrenocorticotropic hormones may be needed on 
occasions. 

The problems inherent in the treatment of clinical 
tetanus can be obviated by universal active immuni- 
zation through the injection of tetanus toxoid. Physi- 
cians must assume the responsibility of having their 
patients receive such active immunization in order to 
prevent the emergency situations presented by the 
development of clinical tetanus. 


The Symptomatic Treatment of Severe Tetanus (Die 

' symptomatische Behandlung des schweren Tetanus). 

. Langenbecks Arch. u. Deut. <schr. Chir., 1956, 
284: 102. 


IN sEVERE CASEs of tetanus the life of the patient is 
endangered by spasm, hyperthermia, cramps, and 
tonic contractures which hinder spontaneous breathing 
and create asphyxia. Many of these conditions can 
be treated with muscle relaxants but usually arti- 
ficial respiration is also necessary. The use of hyp- 
notics and narcotics causes a lessening of tonicity and 
toxicity, but their use necessitates artificial respira- 
tion because doses that are large enough to produce 
relief suppress respiratory centers. Until recently 
patients with severe cases of tetanus were treated 
largely with narcotics and muscle relaxants without 
artificial respiration. Not including the cases of hyper- 
thermia, quite frequently a fatal outcome was caused 
by defective ventilation and the complications of 
respiratory infections. Most patients died of chronic 
or acute asphyxia. Brodie first used curare as a 
relaxant in 1811. There have been frequent reports 
on the use of curare since that time. 

It has only been possible within the last few years 
to save patients with severe generalized muscular 
spasms by using prolonged curare medication and 
prolonged passive manual respiration. Ibsen used it 
onone patient for 18 days, and Schultz used it success- 
fully over a 30 day period with an automatic breath- 
ing apparatus. The most often used relaxant was an 
alphatubocurare preparation. In addition to the curare 
drugs, the other drugs used were the short-acting, 
synthetic muscle relaxants. 

Theoretically, there are possible ways to use the 
muscle relaxants, and by careful dosage an attempt 
might be made to get only a slight paralytic effect 
and a decrease of the muscle cramps. Unfortunate- 
ly, there are no muscle relaxants yet available which 
will do just that without causing a depression of the 
tespiratory musculature, with its consequent danger 
of asphyxia. This factor alone has been the reason 
for many of the failures. It is better to cause a com- 
plete relaxation and use artificial respiration as long 
asnecessary, often days or weeks. With such a method 
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the author had much better results. Presently he is 
using curare preparations, especially alphatubocur- 
arine which is nontoxic in high dosage. Frequent 
doses of several hunderd milligrams and total doses 
of up to 10 grams in 24 days caused no clinical 
damage. The only problem, therefore, is one of pro- 
longed artificial respiration. Artificial respiration is 
also being used in other conditions, such as res- 
piratory paralysis in brain injuries, intoxication, 
myasthenia gravis and poliomyelitis. From such 
experiences much has been learned that is of value 
in the treatment of the patient with tetanus. 

Since manual artificial respiration is difficult over 
a prolonged period and pure pressure respiration 
over a period of time hinders circulation, an auto- 
matic apparatus which provides for intermittent 
pressure and vacuum is essential. 

In many instances intratracheal intubation has 
been utilized, but considering the dangerous irri- 
tation of the larynx in these patients, early tracheo- 
tomy frequently is the procedure of choice with its 
added advantage of allowing for the evacuation of 
mucoid materials. 

In the past few years there have been reports of 
the microscopic changes that occur in the area of the 
mid-brain and some authors have spoken of tetanus 
encephalitis. The frequent signs of changes in the 
nervous system with hyperthermia, respiratory 
changes, and thirst make this likely. However, one may 
frequently see an absence of infection during the 
course of the disease with elevated temperatures that 
lead to exhaustion of the patient in a short period of 
time. The temperature, however, can be lowered with 
local cooling and medications. 

In the recent past the author treated several young 
patients with prolonged artificial respiration, curare, 
and artificial hypothermia. In addition, local treat- 
ment with serotherapy and active immunization 
was given. —W. Harrison Mehn, M.D. 


Tetanus Therapy and Prophylaxis (Tetanustherapie 
und Prophylaxe). J. J. ScHtecEL. Langenbecks Arch. u. 
Deut. &schr. Chir., 1956, 284: 80. 


TuE Ai of antitoxin treatment is the fixation and 
neutralization of the toxin before it is passed along its 
pathways, whether lymphatic, nervous, or otherwise. 
It is thought that toxin which is already bound in tis- 
sue is no longer influenced by antitoxin, unless per- 
haps by very high concentrations. Thus, as soon as 
possible large doses of antitoxin are given both intra- 
venously and intramuscularly after a negative skin 
test for sensitivity, between 30 and 40 thousand units 
(1950) being administered slowly by vein and an 
equal amount intramuscularly. During the following 
24 hours an additional 10 to 20 thousand units are 
given and this is continued for a few days. Large 
amounts of antitoxin are well tolerated if the serum is 
concentrated and given slowly. The concentration is 
necessary since otherwise too large a quantity of 
phenol will be given. After such treatment consider- 
able fever can be expected, which is due to foreign 
protein. The author does not give antitoxin into the 
cerebrospinal fluid because he believes that with large 
systemic doses it is transmitted across the blood-brain 
barrier just as effectively. In the work of Krech, 
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formol toxoid used therapeutically in mice protected 
the mice completely if it was given a few hours before 
or immediately after infection; and those that were 
injected even several hours after the infection sur- 
vived for many days in comparison to a 2 to 4 day sur- 
vival among the controls. There is no clear evidence for 
the use of toxoid therapy in the treatment of tetanus 
in man, but the author believes that it is harmless and 
rational on experimental grounds, and plans in the 
future to give 5 cubic centimeters of formol toxoid 
intramuscularly and follow with the administration 
of antitoxin at another site. 

A definite action of antibiotics against the tetanus 
organism has not been proved, but antibiotics are 
useful in the prevention of mixed or superinfection 
which may contribute to the formation of dead tissue. 
In mild cases spasm is controlled by sedatives and 
hypnotic drugs, but in severe cases, in which spasm 
may be the direct cause of death, the use of a muscle 
relaxant such as curare is necessary in amounts suffi- 
cient to cause complete muscular relaxation, includ- 
ing respiratory paralysis. This, of course, involves 
artificial respiration and considerable technical help. 
Hyperthermia is a frequent complication not due to 
the tetanus itself (there is no fever in chronic tetanus) 
but to the infection present or therapy thereof. 
Damage to the diencephalon in tetanus has been 
demonstrated and might explain the hyperthermia. 
Treatment consists of cooling the patient artificially 
to normal body temperature. Tetanus patients re- 
quire nutritional support with intravenous infusions 
and tube feeding in many cases. 

The figures for the incidence of tetanus in Switzer- 
land and in West Germany (1949 to 1953) which are 
given are probably lower than the actual incidence. 
The author estimates a death rate of about 300 persons 
a year in West Germany. Survival after tetanus does not 
confer immunity upon a patient as the minimal lethal 
dose of the toxin is far below the dose required to produce 
active immunity. After the subcutaneous administra- 
tion of 1,500 units of tetanus antitoxin, protection 
lasts for 7 or, at the most, 10 days; after 5,000 units it 
lasts for 15 days. Initial experiments with the admin- 
istration of human gamma-globulin seem to show a 
somewhat longer period of protection than that from 
foreign serum. If a second injection of 1,500 or 5,000 
units is given 21 days after the first it has neither 
greater nor less effect than the first one. However, if 
whole, rather than proteolyzed, serum is used for the 
second injection it may be completely ineffective be- 
cause of the formation of host antibodies to the serum. 

For these reasons it is better to give a larger dose of 
antitoxin if it has to be given a second time and, if 
possible, to give human serum when it is available. 
No treatment should be given to patients with severe 
allergic histories; all patients should be skin tested, 
and a patient who has previously had horse serum 
should have bovine serum. On patients with a history 
of sensitivity, desensitization can be carried out. In 
prophylactic immunization, tetanus toxoid should be 
given in three doses, the doses to be about 6 to 8 weeks 
apart and the second and third doses being double 
that of the first. 

In 1926 Ramon and his coworkers made the in- 
teresting discovery that the formol toxoid was more 


effective if given in combination with typhoid and 
paratyphoid vaccine, the latter two apparently acting 
as adjuvants. The immunity of an individual after 
toxoid administration theoretically involves three 
factors: the amount of circulating antitoxin, the 
ability of the cells to bind toxin, and the rate of anti- 
body production after a booster dose. Of these factors, 
the second cannot be measured in man and the latter 
is probably the most important. A series of graphs 
shows the response to booster immunization after 
initial immunization with varying preparations. The 
most effective is triple immunization with Tetanus A 
B. The average value of circulating antibodies 15 to 16 
years later is high, and the response to a booster dose 
is prompt. The response to any booster dose is greatest 
with high doses of fluid toxoid. A second booster dose 
given 10 days later causes no significant further rise. 
A booster dose should be given after injury at any 
time later than 6 months after the initial immuniza- 
tion. Routine booster immunization should not be 
given to patients who have had the triple injection of 
Tetanus A B sooner than 10 or 15 years after initial 
immunization, or sooner than 6 to 8 years after double 
injection. Anaphylaxis after toxoid is rare and les 
common with the precipitate than with the liquid 
toxoid. (In the Swiss army there has been one case of 
anaphylaxis, followed by death, in 300,000 immuni- 
zations). 

The presence of Typhoid A and B increases the 
complications. An incidental effect of the immuniza- 
tion is an increase of the blood anti-A isoagglutinins in 
individuals of the O and B blood group, making the 
O group less useful as universal donors. With regard 
to simultaneous administration of toxoid and anti- 
toxin, the author refers to Otten and Henneman (j. 
Path., 1939, 49: 213). Active immunity is conferred, 
but the antibody titer rises more slowly and to lower 
levels. The giving of 1,500 units of antitoxin together 
with formol toxoid followed by a second dose of toxoid 
in 2 to 3 weeks does not convey a sufficient immunity. 
It is better to treat with antitoxin only, and then after 
6 weeks give the routine triple immunization 

—George S. Richardson, M.D. 


Experience of the Graz Clinic with Tetanus (Erfahr- 
ungen der Grazer Klinik zur Tetanusfrage). FRANZ 
Spatu. Langenbecks Arch. u. Deut. &schr. Chir., 1956, 
284: 109. 


THE HIGH INCIDENCE of tetanus in the region of Steier- 
mark has been known for some time. In 1951 and 
1952 Mose, from the Graz Health Institute, stated 
that there were more persons who died from tetanus 
in Steiermark than from the combined diseases, diph- 
theria, scarlet fever, pertussis, epidemic meningitis, 
and typhus. The over-all mortality rate in Germany 
in the period from 1951 to 1953 was 10.2 to 12.2 per 
100,000 population, whereas in Steiermark the mortal- 
ity rate was 12.4 to 13.6 per 100,000. Between 1927 and 
1947, 372 persons died of tetanus and none of these 
received prophylactic immunization. In order of fre- 
quency the location of the injuries were the foot and 
lower leg, the hand and forearm, the head, and 
unknown areas. The most common type of injury 
was a crushing wound. The over-all mortality rate 
was 43.5 per cent. 
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Puerperal tetanus has an especially grave prog- 
nosis, as does tetanus arising from wounds of the 
head, face, and neck. This points to the significance 
of a rich blood supply at the site of entrance of the 
tetanus toxin into the circulatory system for the 
transportation of the toxin, as has been proved by 
clinical investigations, especially neurohistologic exam- 
inations of the brain. In contradiction to former in- 
vestigations, which put more stress on the spinal cord, 
Frank has showed that neurotropic tetanus toxin 
invades any part of the central nervous system that 
does not have the protection which a blood, spinal 
fluid barrier would create. The microscopic damage 
seen in the vascular parts of the brain make the 
hemologic spread of tetanus toxin an impressive 
theory. 

In addition, the symptoms occurring in various 
stages of tetanus can be explained on the basis of 
damage to the subcortex. Unfortunately, when one 
speaks of tetanus encephalitis the prognosis still re- 
mains unchanged. A review of the ratios of cures and 
deaths shows that the Stroganoff method, plus local 
treatment and passive immunization, continues to 
give the best results. In 1943 simultaneous immun- 
ization and immune blood transfusions were given. 
Since 1950 a new type of sedative has been utilized 
and hypothermia has also been effective. It is the 
opinion of the author that by the use of muscle re- 
laxants and hypothermia the patients with especially 
severe tetanus could be kept alive longer; however, 
it has been noted that even with these procedures the 
eventual course of the severe infection was not mark- 
edly influenced. 

Following the experience of World War I and 
World War II with the high prophylactic value of 
active immunization, the author believes that this 
prophylactic measure should be utilized also in times 
of peace, and in Graz and Steiermark active immuniza- 
tion has been utilized since 1953 on a compulsory basis 
for children and on a noncompulsory basis for adults. 

—W. Harrison Mehn, M.D. 


Postoperative Tetanus (Zum Problem des postopera- 
tiven Tetanus). H. H. Cutart. Klin. Med., Wien., 1956, 
11: 538, 


Tue cause of infection leading to postoperative tetanus 
is difficult to find. It may be the patient himself, 
in which case his employment (e.g., farmer, earth 
digger) and his living conditions should be taken 
into consideration. 

At the author’s clinic the sterility of catgut and silk 
has been checked carefully over a period of 4 years. 
As to catgut, 85.91 per cent of it was found sterile, 
12.85 per cent revealed the presence of apathogenic 
bacteria, and 1.24 per cent harbored pathogenic 
bacteria, but none of them belonged to the tetanus 
group. The investigation of silk suture material gave 
analogous results. On the basis of these findings in- 
fection is theoretically possible, but the probability 
Is very small. 

In addition to the suture material and the patient 
himself, various factors during the course of operation 
may lead to unsterility, such as anaerobic infection, 
although, again, the probability is small. 

—Victor R. Jablokow, M.D. 
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On the Abuse Through Excess, Insufficiency, or Mal- 
application of Antibiotic Therapy (Sur les abus, par 
excés, insuffisance ou application défectueuse de l’an- 
tibiothérapie). M. Janson, L. Bertrand, and 
Anpr£é BERTRAND. Bull. Séc. méd. hép. Paris, 1956, 72: 
812. 


THE AUTHOR discusses the abuse of antibiotic therapy 
through excess, insufficiency, or malapplication and 
makes a strong plea for its proper use. 

Antibiotic therapy has often been called the therapy 
of ease, and certainly it is easy to prescribe, but the 
complications of improperly applied antibiotic therapy 
are anything but easy to manage. Correct application 
presupposes in the physician an indispensable profes- 
sional conscience, extensive knowledge, and good 
critical common sense. Which then is missing? One 
may wonder, insofar as his erudition is concerned, if 
the physician is truly well informed. The question 
may seem paradoxical when one considers the wealth 
of information from all sources (journals, reviews, 
detail men) with which he is flooded. The numerous 
and frequent contradictory data sometimes leave 
him confused as to the true value of the antibiotics he 
prescribes. The physician may be confused as to their 
precise indications, the risks, as well as to their tend- 
ency to confuse the diagnosis. 

Judging from the cases of improperly applied anti- 
biotics, there can be no other explanation than that 
the physician is poorly informed. 

—W. Newlon Tauxe, M.D. 


ANESTHESIA 


The Use of the Endotracheal Cuff; Some Data Pro 
and Con. Joun ApriAnNr and Morton 
Anesthesiology, 1957, 18: 1. 


A stupy to obtain data to support or refute arguments 
for or against the cuff seemed desirable. The following 
are the commonly voiced objections to the cuff and 
some of the overruling or supporting data obtained. 

1. Undue trauma to the trachea may result from 
rupture or sustained pressure of the cuff: the lateral 
pressure required to effect a seal approximates the 
capillary blood pressure found in most tissues. The 
possibility of ischemia in instances in which the cuff 
is inflated for hours at a time cannot be discounted. 
The effects of deliberately rupturing cuffs were studied 
in anesthetized dogs. There was no evidence of trauma 
to the trachea, bronchi, or lungs. 

2. The cuff may be overdistended and occlude the 
lumen of the catheter: this is a valid objection. How- 
ever, this accident is avoidable because it is due to 
needless over-inflation of the cuff. 

3. The cuff does not offer a perfect seal and full 
protection against aspiration. The pack is equally as 
good or perhaps better: this data indicates that the 
pack neither reduces the possibility of regurgitation 
nor does it insure against aspiration once regurgitation 
occurs. In no case of intubation, using cuffed endo- 
tracheal tubes, was there evidence of the dye in the 
trachea. The cuff assures against aspiration into the 
trachea even when regurgitation occurs into the 
pharnyx. Besides not guarding against aspiration, 
packing presents a number of major disadvantages 
over the endotracheal cuff. 
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4. Inflation of the cuff stimulates noxious cardi- 
orespiratory reflexes: continuous electrocardiographic 
records were made in 175 patients during and imme- 
diately after intubation. The use of a cuff does not 
appreciably enhance the severity of an existing ar- 
rhythmia or increase the incidence of arrhythmias. 

5. The cuff reduces the cross-sectional diameter of 
the trachea and interferes with ventilation: in order 
to obtain data under controlled conditions the study 
was done in the laboratory. The resistance became 
progressively greater as the tube decreased in size. 
Thus, it is correct to assume that the flow of respired 
gases is restricted when an undersized catheter is 
employed. The largest possible catheter with the 
thinnest non-collapsible wall, which can be easily in- 
troduced into the trachea without force, is the most 
desirable and the one which assures the least inter- 
ference with ventilation. 

6. The cuff does not permit free drainage of secre- 
tions from the trachea into the pharynx: it is when 
the steep head-down positions are used the pooling 
becomes a factor. In those situations one must use 
catheters with cuffs placed close to the bevel. In ad- 
dition catheters should not be introduced too far into 
the trachea. — Mary Frances Poe, M.D. 


The Use of Tracheotomy in Association with Arti- 

_ ficial and Controlled Respiration. THomas G. NEL- 
son, Howarp K. Pepico, and WARNER F. Bowers. 
Anesthesiology, 1957, 18: 77. 


In 310 PaTiENTS undergoing tracheotomy, many 
benefits and advantages were noted in using the tra- 
cheotomy as a route for the administration of anes- 
thesia as well as for respiratory resuscitation. 
Tracheotomy was used in association with arti- 
ficially assisted respiration in 65 cases of poliomyelitis, 


encephalitis, barbiturate poisoning, head injuries, in 
certain cases of cardiac arrest, and following neuro- 
surgical operations. 

Two chief methods were employed: (1) emergency 
respiratory resuscitation and (2) prolonged artificial 
respiration. A simple method for emergency artificial 
respiration which couples the tracheotomy to a source 
of oxygen is described as it was used on 8 patients. 
Certain other methods for longer respiratory resus- 
citation, using the pneophore, Jefferson ventilator 
and the standard anesthesia machine in combination 
with tracheotomy, have been described. Of these 
three, the Jefferson automatic positive and negative 
flow respirator used in conjunction with an anesthesia 
apparatus has the fewest disadvantages. At the present 
time, the extracorporeal respirator is the best method 
of providing prolonged respiratory assistance. Nearly 
every patient who requires the respirator should have 
a tracheotomy. There were no complications or deaths 
due to the use of tracheotomy in association with the 
respirator. 

Endotracheal anesthesia was administered 101 times 
through the tracheotomy in patients with burns, 
maxillofacial and head injuries, and head and neck 
tumors. There were no disadvantages, complications, 
or deaths resulting from this particular use for tracheot- 
omy. 

When tracheotomy is used as a route for anesthesia 
or in some forms of artificial respiration, it is necessary 
that the cannula be removed and replaced with an 
endotracheal tube. The importance of the technique 
of tracheotomy, consisting of excision of a piece of the 
anterior tracheal wall and division of the thyroid 
isthmus in guarding against loss of the airway during 
such exchange of instruments, has been stressed. 

— Mary Frances Poe, M.D. 
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ney 
cia] ROENTGENOLOGY 
en Examinations with the Roentgen Image Intensifier in 
os Chronic Appendicitis (Untersuchungen am Roent- 
nb. genbildverstaerker bei chronischer Appendizitis). K. 
Presser. Fortsch. Roentgenstrahl., 1956, 85: 551. 
Two SPECIAL METHODS of examination were used on 
ese | 100 patients in whom the possibility of chronic ap- 
‘ive [E pendicitis was suspected. The methods were the 
ssig Toentgen image intensifying or definition screen and 
ent | the contrast medium “Barium-Wander” which in- 
hod | creases peristalsis without actually irritating the in- 
ly | testinal mucosa. The intensifying method reduces 
ave | the amount of radiation exposure to a sixth as com- 
ths | pared with other methods, and permits a larger 
the | number of exposures on the individual patient and 
alonger period of fluoroscopic exposure. The “Barium- 
mes | Wander” hurries the intestinal and appendiceal 
ns peristaltic movements, thus compressing the observa- 
eck {tion of the concerned process within a shorter period 
ons, of time. 
=Ot- Fifty-two of the patients were operated upon sub- 
sequently and 48 were not operated upon. In 35 of 
sia the latter 48 no roentgenologic evidence could be 
ary adduced in support of the original diagnosis of chronic 
an E appendicitis, and the symptoms were ascribed to 
que other conditions. 
the In the 52 patients operated upon, the operative or 
‘oid | histologic findings substantiated the roentgenologic 
ing [J diagnosis in 33 (chronic appendicitis in 26 and a 


normal appendix in 7). In the remaining 19 patients 
(36 per cent), the roentgenologic diagnosis was not 
substantiated at operation; in 3 the anatomic changes 
in the appendix did not substantiate the roentgen- 
ologic findings and in 16 the positive roentgenologic 
findings were not confirmed at the time of oper- 
ation. 

More or less complete filling of the appendiceal 
lumen occurred in 91 patients. Diminishing the pro- 
portion of non-filling appendices, as compared with 
other figures, diminishes correspondingly the diag- 
nostic uncertainty. A delay in the initiation of filling 
may be interpreted as an indication of organic changes 
in the appendix. In about 50 per cent of the cases the 
roentgenologic signs of fixation or of changes in the 
contour of the appendiceal lumen cannot be sub- 
stantiated macroscopically or microscopically even 
with the optimal possibilities of controlling constancy 
of the findings by the repeated exposures which can 
be made with the intensification method. The “short 
appendix’, which is frequently painful to pressure 
and lies retrocecally, affords considerable certainty 
to the diagnosis of chronic appendicitis. This sign 
seems to be a characteristic in the technique of image 
intensification. 

The symptom of circumscribed pressure pain over 
the appendix is without diagnostic value, even when 
associated with other roentgenologic signs; at most, 
the pressure pain is consistent with the organic changes 
only when it is combined with a “short appendix.” 


PHYSICOCHEMICAL METHODS IN SURGERY 


Any assumed disturbances in the peristaltic activity 
of the appendix cannot be demonstrated even with 
intensification; nor can the functional signs of a 
pathologic process in the appendix be detected in the 
cecum and ileum. With healthy and with diseased 
appendices the time of passage of the intestinal con- 
tents from the stomach to the cecum is the same. 
With “Barium-Wander,” however, the time period 
up to the moment of depiction of the appendiceal 
lumen is shortened, on the average, 3 to 4 hours 
p. c., with the shortest period being 1.5 hours and 
the longest 10 hours. 

The different results in the roentgenographic 
diagnoses of chronic appendicitis are due probably 
to a different evaluation of the findings in the sur- 
gically removed appendices. 

— John W. Brennan, M.D. 


Lymphangioma of the Colon; Roentgen 
Case Report. Norman L. ArNeETT and 
FrrepmMan. Radiology, 1956, 67: 882. 


THE AUTHORS present a report of a case of lymphan- 
gioma of the colon. It is a rare condition, with only 9 
cases being previously reported in the English litera- 
ture. Six of these tumors arose in the jejunum or ileum 
and 3 in the rectum. None is reported to have exhib- 
ited identifiable roentgen manifestations. Lymphan- 
giomas are thought to originate in the lymphatic 
plexus within the submucosa, into which the lacteals 
of the villi empty. 

The tumor is cystic in character and grayish-yellow 
or yellow-pink in color. They are soft, fluid-filled 
masses with extremely thin walls. The contents may 
be clear, yellow-tinged or hemorrhagic. Some of the 
fluid can be expressed through the translucent walls 
by squeezing. 

Microscopically, the cystic spaces are found to be 
lined by endothelium which is situated in close prox- 
imity to collagenous elastic tissue and smooth muscle. 
These elements are arranged in patterns characteristic 
of vessel walls. Numerous lymphocytes are imbedded 
in the spaces. 

On roentgen examination the tumor is demonstrated 
as a sharply marginated, peripheral, oval to round, 
colonic defect which may be lobulated. It is intra- 
mural in location and associated with an intact mucosa. 
It is best visualized during partial barium filling of 
the colon. Cavernous hemangiomas and lipomas are 
other benign tumors which may exhibit similar 
roentgen characteristics. —/rank L. Hussey, M.D. 
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Congenital Biliary Atresia with Emphasis on the 
Skeletal Abnormalities. EMaNuEL J. Levin. Radiology, 
1956, 67: 714. 


CHILDREN with congenital biliary atresia often survive 
3 years and beyond even after laporotomy discloses 
an atresia of the extrahepatic ducts which precludes 
any corrective surgery. 

During the survival period of persisting obstructive 
jaundice various complications may supervene. They 
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include ascites, esophageal varices with bleeding, 
hypoprothrombinemia with bleeding, skin xantho- 
mata, epithelial atrophy and keratinizing metaplasia 
of respiratory mucosa attributable to vitamin A defi- 
ciency, clubbing of the fingers, renal tubular disease, 
and splenic anemia. 

Levin adds two types of osseous disease by reporting 
2 cases. The first developed clinical rickets at the age of 
9 months with generalized hypomineralization of the 
bones and a coarse trabecular pattern on roentgen 
survey. The usual cupping and fraying of the meta- 
physes was present. The daily administration of vita- 
min D, 50,000 units in an aqueous solution and a 
proprietary preparation of bile salts resulted in slow 
but progressive improvement. The patient was alive 
at the time of writing and was 3 years and 3 months 
old. 

The second report was characterized by a severe 
hypomineralization and a ground-glass appearance 
of the entire skeleton on roentgenographic survey. 
Cortices were pencil-line thin with widening of the 
medullary cavities. The bones had a box-like rectan- 
gular configuration caused by under tubulation of the 
diaphyses. The fingers became clubbed. The patient 
was receiving vitamin D, 2,000 units, and vitamin A, 
10,000 units daily. No autopsy was obtained when the 
patient died at the age of 2 years and 3 months, 

The latter osseous disorder is not rickets and is 
attributed by the author to a combined vitamin A 
and vitamin D deficiency secondary to impaired fat 
absorption. 

Correlating roentgenograms accompany the paper. 

— Everett Shocket, M.D. 


Aneurysmal Bone Cyst. Rotanp Guy, Opiton Ray- 
MOND, RoGeR Samson, and J. Epovarp SAMSON. 
J. Canad. Ass. Radiol., 1956, 7: 40. 


Two ADDITIONAL instances of aneurysmal bone cyst 
are added to the 108 already recorded in the world’s 
literature. One occurred on the horizontal ramus of 
the right pubis in a 15 year old boy. The other, in a 
5 year old girl, measured 8 c.c. in diameter and was 
attached by a pedicle to the fifth lumbar vertebra. 


In reviewing the subject the authors credit Jaffe 
and Lichtenstein for having, in 1943, recognized the 
disorder as an entity unto itself and quite different 
from giant cell tumors. Giant cell tumors are usually 
epiphysial or endosteal, whereas aneurysmal cysts are 
diaphyseal, often excentric, or subperiosteal in loca- 
tion. Approximately 10 to 20 per cent of the giant cell 
tumors recur, with the possibility of sarcomatous 
change being a real hazard. Aneurysmal bone cysts 
do not recur and have never been found to undergo 
sarcomatous change. 

Aneurysmal bone cysts account for approximately 
1 per cent of all bone tumors. There is no definite sex 
predilection but there is a preponderance of young 
patients so that two-thirds have been under 20 years 
of age. About 25 per cent of the cysts are located in 
vertebrae; the long bones are commonly the site of 
location, particularly the femur, the tibia, and the 
fibula. 

In reviewing the available data, the average dura- 
tion of symptoms in 58 patients was found to be 3 
months. A history of trauma was said to be present in 
26 of 55 patients and Jaffe is quoted as having con- 
sidered trauma a possible initiating factor. 

A radiologic diagnosis is not often made. For in- 
stance, only 2 of 26 instances reported from the Mayo 
Clinic were preoperatively recognized. One-third of 
the cysts were mistaken for giant cell tumor. The 
soap-bubble appearance with a very thin shell of 
periosteal new bone and a honeycombing of small 
trabecula of new bone formation is the typical radio- 
graphic finding. It may invade the epiphysis but 
never the articular cartilage. Punch biopsy often 
yields only blood. 

Despite its vascularity, the lesion is not classifiable 
as a capillary hemangioma. For one thing the chan- 
nels have no endothelial lining. For another, a 
hemangioma may destroy several vertebra, but an 
aneurysmal bone cyst always remains localized to a 
single vertebra. The most difficult clinical differenti- 
ation is from giant cell tumors and often the final 
decision cannot be made until histologic material is 
available. — Everett Shocket, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Genesis and Therapy of Anticoagulant Bleeding 
(Klinischer Beitrag zur Genese und Therapie der 
Antikoagulantienblutung ). H. Stamm and H. Hertic. 
Schweiz. med. Wschr., 1957, 87: 53. 


Tue MECHANISM of the bleeding after the administra- 
tion of anticoagulants is still not entirely understood. 
The anticoagulants apparently damage the coagula- 
tion mechanism of the blood. There is also a question 
of whether or not the endothelium of the capillaries is 
injured by anticoagulants. If cumarin, an anticoagu- 
lant, is administered in overdose, but simultaneously 
vitamin K is also given, the bleeding can be prevented. 
This speaks against any physical damage to the capil- 
lary walls. The hypothesis is further substantiated by 
the fact that most bleeding due to anticoagulants oc- 
curs within the first days of the therapy. If there were 
any physical damage to the capillaries the toxic effects 
of the anticoagulants would be cumulative and bleed- 
ing would increase as the therapy progresses. It is im- 
portant to note that during anticoagulant therapy 
edema never develops. An increasing inhibition of the 
coagulation mechanism does not bring about a slow 
leakage of the capillary walls but rather results in a 
sudden breakdown of the capillary impermeability 
which results in bleeding. 

The treatment of the anticoagulant bleeding con- 
sisted in the daily administrations of a combination 
of drugs, cepevit-wynlit, containing substances which 
decrease capillary permeability (500 mgm. of vitamin 
C, 50 mgm. of hesperidin-methyl-chalcone, 50 mgm. 
of rutin, and 5 mgm. of aesculin per ampule). The 
authors report that the drug produced good results in 
the prevention of edema but only moderate results 
when anticoagulant bleeding occurred. Apparently the 
capillary permeability can be compensated for only 
toa limited degree. The statistics show, however, that 
the drug lowers the frequency of bleeding due to 
anticoagulants. —Victor R. Jablokow, M.D. 


Elephantiasis of the Lower Extremities; Clinical 
Aspects and Therapy (Zur Klinik und Therapie der 
Elephantiasis der unteren Gliedmassen). MARTIN 
Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 

493. 


Tue auTHoR distinguishes between primary and second- 
ary elephantiasis. The primary form usually devel- 
ops during puberty, at first without inflammatory 
teactions, and takes a slow but progressive course, 
frequently complicated by recurrent erysipelas in- 
fections. This condition was first described by Nonne 
in 1891 as elephantiasis congenita hereditaria. The 
ttiology remains unknown, although the clinical and 
histopathological picture is well defined. Congenital, 
Constitutional, and endocrine disturbances are con- 
sidered as the most important etiological factors, 
whereas partial gigantism and neural factors are not 
considered important. 
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All other forms are classified as secondary elephan- 
tiasis. They are caused by chronic lymphedema, 
which may develop in two ways: 

1. On the basis of recurrent and chronic throm- 
bophlebitic and lymphangitic disease or erysipelas. 

2. Following mechanical obstruction of the lym- 
phatic channels due to radical removal or involve- 
ment of the regional lymph nodesin malignant disease, 
or after trauma of the inguinal region. 

The filarial etiology of the tropical form of elephan- 
tiasis has been questioned recently. The author includes 
it in the group of secondary forms, rather than sep- 
arating it as an independent group. 

After a discussion of the clinical picture and of the 
operative measures employed .in the treatment of 
elephantiasis, the author describes in detail his opera- 
tive management. Preoperatively the affected limb 
is elevated, sometimes for a period up to 6 weeks. 
The operation is carried out under penicillin pro- 
tection and with local ischemia if feasible. As a rule, 
the procedure is done in 2 or 3 stages for both the 
lower leg and the thigh, with intervals of 3 to 4 weeks. 

A straight incision is placed longitudinally on the 
medial or lateral aspect of the lower leg or thigh. 
The thickened fascia of half the circumference of the 
limb is excised. The skin is freed from the diseased 
subcutaneous fat, but in most of the cases subcu- 
taneous fat can be preserved in a thickness of 0.5 to 
0.8 cm. if histological examination shows only little 
or no involvement. 

A skin flap of appropriate size is resected and placed 
over the exposed muscle without subcutaneous su- 
tures. Three drains are left in place for 48 hours and 
the leg is bandaged and kept elevated. 

The material presented is from the Charité Hospital 
in Berlin. It consists of 21 cases seen in the last 5 
years. Both legs were affected in 4 of the cases, the 
right leg in 9, and the left leg in 8. Two patients were 
classified as having elephantiasis congenita heredi- 
taria, 10 the primary type and 9 the secondary type. 
There was a history of adequate trauma in 3 cases. 
Seventeen patients were operated upon, 3 bilaterally. 

In 1 case fascia and skin were removed radically 
and the defect was covered with Thiersch grafts. 
Five patients were operated upon according to the 
method of Kondoleon, with the excision of strips of 
fascia and subcutaneous fat. Eleven were operated 
upon with the technique outlined previously. Histo- 
ries and photographs are presented. 

The results were satisfactory; a true recurrence did 
not occur in any of these cases, neither did erysipelas. 

The difficulties entailed in multiple stage proce- 
dures and in postoperative evaluation are discussed. 

—Fritz H. Moser, M.D. 


Staphylococcal Hospital Infections. Murray N. Levin. 
N. England 7. M., 1957, 256: 155. 


THE AUTHOR discusses an outbreak of staphylococcal 
infections which occurred over a 3 months’ period 
and was both postoperative and unrelated to opera- 
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tion. They also include 3 cases of parotitis, of which 
1 was fatal. 

The measures taken to control this problem are 
discussed and detailed under their application to the 
personnel, physical plant and equipment, operating 
room technique, and the measures instituted to orient 
physicians and lay personnel in the problems involved. 

In the 3 months’ period that followed institution 
of these measures, a marked diminution of infections 
has ensued. These results, though early, point to the 
real worth of prevention in the problem of antibiotic- 
resistant Staphylococcus aureus infections which arise 
in hospitalized patients. 

It cannot be too greatly emphasized that the crux 
of the situation is strict asepsis, as demonstrated by 
results thus far. Absolute adherence to the basic and 
fundamental principles of asepsis, long since estab- 
lished, is mandatory. —Ely Elliott Lazarus, M.D. 


The Clinical Picture and the Pathogenesis of Intoxi- 
cation with Penicillin, Penicillin Esters, and the 
Tetracyclines (Klinisches Bild und Pathogenese der 
Vergiftungserscheinungen mit penicillin-, Penicillin- 
Ester und Tetracyclinen). Hans Bonn and EBERHARD 
Kocn. Muench. med. Wschr., 1956, 98: 1589. 


THIS REPORT is a summary and extension of the au- 
thors’ experiments and observations on the toxic ef- 
fects of antibiotics, particularly penicillin. It is their 
impression that a knowledge of the toxic properties 
of these agents is not widespread enough in the medi- 
cal profession. ‘They have demonstrated that one of 
the most important factors in penicillin intoxication 
is not the dose of the drug, but its mode of adminis- 
tration. The route least prone to result in toxicity is 
the intramuscular route. When given intravenously, 
an increased incidence of toxic reactions is noted, 
especially when the penicillin is injected into the heart 
or into the carotid artery. Convulsive manifestations 
are most commonly seen. 

It appears that the organ most susceptible to in- 
toxication by penicillin is the brain. Small amounts 
of crystalline penicillin injected directly into the brain 
invariably produce toxic symptoms. The blood-brain 
barrier protects this organ from high doses of penicil- 
lin, thus explaining the infrequency of complications 
following intramuscular administration. For this same 
reason, the intrathecal route of administration of this 
antibiotic can be expected to result in a high number 
of toxic reactions, as is the case. Patients with diseases 
that alter the blood-brain barrier, such as neuro- 
syphilis, also have a high incidence of toxic reactions 
following penicillin injections. Acute sepsis and de- 
bilitating diseases may also produce a disturbance of 
the blood-brain barrier and predispose to penicillin 
toxicity. An allergic reaction to this antibiotic can 
often precipitate the toxic effects by altering the blood- 
brain barrier. One must keep in mind, however, that 
the two processes, allergic and toxic, are separate and 
distinct. Another factor contributing to the protection 
of the brain from penicillin intoxication is the pres- 
ence of high concentrations of penicillinase in the 
body. 

Generally, three types of clinical reactions occur as 
a result of the cerebral penicillin intoxication—con- 
vulsive disorders, pulmonary edema with hemor- 


rhage, and enterocolitis. These reactions appear ijt prom 
be an expression of the same process and follow eadfiheeded | 


other in the order given above. Death can often bf Caver 
the end result. The enterocolitis does not appear tfnd ma 
be due to bacterial influences. It seems to result fronfi}o the i 


a diffuse disturbance of the capillary bed of the ip. 
testine which is transmitted through the intoxicated 


ombind 
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central nervous system. Blood and plasma are exude The san 
into the bowel which results in diarrhea, loss of fluid fof carbc 
hemoconcentration, and eventual circulatory col-Mbe used 
lapse. A consistent change of the intestinal flora coulifMideal wit 
not be found to account for the enterocolitis. Bleft afte 

Penicillin esters have been found to produce aby othe 
greater incidence of intoxication. This would be ex-f most ef 


pected since they pass through the blood-brain barrier 
with greater ease than crystalline penicillin. It js 
therefore recommended that this agent not be used 
for therapeutic purposes. 

Tetracyclines have been found to have similar 
toxic manifestations but the pathogenesis is differem. 
These antibiotics are hepatotoxic and produce a 
hemorraghic diathesis by virtue of a disturbance of 
the prothrombin factor VII formation. Pulmonary 
and intestinal hemorrhages, with the development of 
enterocolitis, are the clinical manifestations most fre- 
quently seen. —j. C. Rosenberg, M.D. 
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ag pee in Infancy and Childhood; A Report 
Based on 6,479 Cases. W. MacCot and 
ange Martin. Surg. Clin. N. America, 1956, 

: 1647, 


CAPILLARY HEMANGIOMAS are the most common type 

(42 percent of this series). Their surface is bright red or f The T: 
purplish with a well defined margin. Frequently they State 
have an underlying cavernous component. They are FF ¢nqu 
usually present at birth and there is often a history De} 
of rapid growth during the first few months of life. B47 


These lesions, if untreated, may (a) regress spon- B THE A 
taneously, (b) reach a certain size and enlarge no § proble: 
further, or (c) run a rapid course with widespread § radiolc 
tissue destruction. If the lesion appears to be sub- § results 


siding spontaneously it should be allowed to do sof The 


under careful observation. Regression occurs by means § period: 
of thrombosis followed by infarction. If a large area § tobeli 
becomes thrombosed, ulceration will occur. dange: 

X-ray therapy in the authors’ hands proved to be § pre-ex 
most satisfactory. The usual dose was between 200 ff be att 
and 300 roentgens in air given to penetrate the depth ff during 
of the lesion. A second treatment may be given 6 to § numer 
12 months later if satisfactory regression has not § the qu 
occurred. More than three treatments are rarely § believ 
indicated. The objections to the use of x-rays can be § polyfil 
overcome by proper technique, namely, small doses § ture, i 
at widely spaced intervals. Satisfactory results were  fibroic 


obtained in 98.9 per cent of the cases in which it The 
was used. 


Carbon dioxide snow is used only for lesions less J secon 
than 0.5 cm. in diameter. One application of snow § keloid 
for 15 to 20 seconds is usually sufficient to cause  éntity 


obliteration of the lesion within 1 month. Surgical The 
excision has no place in the initial treatment of these 
lesions because of the scarring which will result. § ‘sult 

Surface ulceration presents a contraindication (0 § iodine 
all forms of obliterative therapy until the ulceration § dium, 
has completely healed. Treatment should be aimed § and v 
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t promoting rapid healing. Further therapy is rarely 
eeded because regression, once begun, will continue. 
Cavernous hemangiomas are second in frequency 
and may appear clinically as isolated lesions deep 
o the intact skin (12 per cent of all cases), or in 
ombination with an overlying capillary element (39 
ner cent of all cases). Spontaneous regression is rare. 
he same methods of treatment, with the exception 
of carbon dioxide snow are employed. Surgery may 
be used when a scar is of little consequence or to 
deal with the flabby saclike structure which may be 


wleft after the cavernous elements have been destroyed 


by other means. X-ray therapy proved to be the 
most effective. Because of the deep penetration re- 
quired, skin protection from filters is indicated. 
Treatment was given at intervals of 6 months to a 
year with a limit of between 200 and 300 roentgens 
at each sitting. 

Spider telangiectases will fade spontaneously in the 
majority of cases. If removal is considered necessary 
carbon dioxide snow or use of the desiccating dia- 
thermy needle will result in their obliteration. Salmon 
patch, or erythema nuchae, almost always fades in 
afew months and no therapy is indicated. Port wine 
stains are intradermal capillary lesions which remain 
permanently and cannot be removed except by 
methods which produce definite scarification of the 
skin and subcutaneous tissues. These lesions are best 
managed by covering them with one of the cosmetic 
preparations available. 

— Martin Elliott Silverstein, M.D. 


The Treatment of Keloids; Inquiry on the Present 
State of the Question (Le traitement des chéloides; 
enquéte sur l’état actuel de la question). J. Ductos, F. 
De Mourcues, and ANDRE Gaté. Sem. 
Paris, Ann. chir. plast., 1956, 32: 249. 


THE AUTHORS sent a questionnaire on the keloid 
problem to a number of outstanding dermatologists, 
radiologists, and plastic surgeons, and report the 
results of this inquiry. 

The etiology of keloids is not known. Certain 
periods of life (puberty, pregnancy, menopause) seem 
tobe liable, in predisposed individuals, to an increased 
danger of development of a keloid or of growth of a 
pre-existing keloid. Therefore, no treatment should 
be attempted during these periods, especially not 
during the first trimester of pregnancy. Although 
numerous cases have occurred in the same family 
the question of heredity is still open. The authors 
believe that keloids belong to the group of “hereditary 
polyfibromas” which include Dupuytren’s contrac- 
ture, induration of the corpora cavernosa, and uterine 
fibroids. 

The authors reject the classification of other writers 
who differentiate between primary (spontaneous) and 
secondary (occurring after local infections or trauma) 
— They believe that both belong to the same 
entity, 

The great number of therapeutic methods in use 
shows that no technique is entirely satisfactory in its 
results. They include electrolysis, ionization with 
iodine, cryotherapy, ultrasonics, x-ray therapy, ra- 
dium, surgery, ACTH, hydrocortisone, hyaluronidase, 
and various combinations of these methods. 
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Cryotherapy is the treatment of choice for small 
keloids of recent origin, especially in combination 
with scarification and hyaluronidase. In older forms 
success has been obtained by the combination of 
cryotherapy with trichloracetic acid cauterization. 
The disadvantage of these methods is the considerable 
number of applications necessary for success. 

A number of authors recommend x-ray and radium 
irradiation. The dosage, filtering, and intervals be- 
tween treatments depend on the thickness, hardness, 
and age of the keloid and the condition of the under- 
lying tissues. One therapist combines both methods 
in keloids of the cheek, applying radium from the 
buccal mucosa and x-ray from the outside. Recent 
keloids are much more radiosensitive than older ones. 
In spontaneous primary keloids radiotherapy is not 
advisable. 

Surgery includes scarification, abrasion, and extir- 
pation. Scarification or abrasion are combined with 
cryotherapy or the local application of hydrocortisone, 
or both. Extirpation should never be performed by 
itself because of the danger of severe recurrence in 
the scar. The combination of extirpation with radio- 
therapy, grafting, ACTH, cortisone, hyaluronidase, 
or several of these methods improves the results con- 
siderably. 

ACTH and cortisone as well as hyaluronidase are 
used in different combinations by some workers. In 
addition to the systemic use of ACTH, hydrocortisone 
is also applied locally in the form of injections (20 to 
25 mgm. every 2 weeks) or ointment after extirpation. 
One author reports fairly good results with ACTH 
(100 mgm. daily for 8 days before extirpation, and 
postoperatively for the same period). 

— Werner M. Solmitz, M.D. 


Darier-Ferrand’s Dermatofibromas; a Review of 7 
Operated Cases (Les dermato-fibromes de Darier et 
Ferrand; a propos de 7 cas opérés). CLaupE Durour- 
MENTEL, R. Mouty, and J. Curomé. Sem. hép. Paris, 
Ann. chir. plast., 1956, 32: 303. 


DarRIER AND FERRAND described cutaneous tumors 
to which they applied the term “‘progressive, recur- 
rent dermatofibromas.” Histologically, these tumors 
closely resemble typical fusocellular sarcomas, but 
their clinical evolution is of benign character and 
without formation of metastases, so that a wide ex- 
cision provides cure, but a mutilating operation can 
be avoided only by the knowledge of this lesion. Only 
approximately 100 cases have been reported in the 
literature. 

The tumors occur mostly in adults, with equal 
frequency in both sexes. As a rule, a single tumor is 
located in the paramedian line of the anterior side 
of the chest, the umbilicus, or the groins. 

Of 7 tumors observed by the authors, 1 was in the 
supraclavicular region, 2 were on the anterior aspect 
of the thorax, 1 was at the thoracoabdominal junction, 
1 near the umbilicus, one immediately above it, and 
1 on the thigh, just below the right inguinal region. 

A small nodule is embedded in the dermis, with 


_ the overlying epidermis retaining its normal ap- 


pearance. The nodule increases in size slowly, and 
the confluence with adjoining nodules forms a fibrous 
plaque which is slightly elevated and resembles 


__ 
| 

> used 
erent, 
uce a 
nce of 
onary 
ent of 
st fre- 
eport 
M, and 

1956, 
‘ed or 
they 
y are 
istory 
life. 
spon- 
No 
read 

sub- 
lo so 
1eans 

area 
o be 

200 
epth 

6 to 

not 
n be 
loses 
vere 
h it 

less 
now 
‘ical 
hese 
sult. 
1 tO 
tion 
ned 


206 International Abstracts of Surgery - August 1957 


scleroderma. The overlying skin assumes a pinkish 
color with purple or brown spots. In the course of 
years the fibrous, nodular mass slowly grows and may 
become eroded. Hard consistency and polychromia 
are constant signs. The only symptom is a sensation of 
pinching or tension, and the general condition of the 
patient remains unaltered. A conservative local exci- 
sion is followed by a recurrence. The tumors are of 
mesodermal origin. 

The treatment consists of a wide excision of the 
lesion. The tumors are only slightly radiosensitive 
but preoperative irradiation is recommended. Skin 
grafting should be done 6 weeks after extirpation of 
the lesion. Primary suture of the wound is contra- 
indicated. It is not necessary to remove the subjacent 
aponeurosis. Postoperative irradiation is justified if 
the tumor was voluminous and there is doubt whether 
the excision was sufficiently radical. Electrocoagula- 
tion may be employed for the destruction of small 
tumors, but cicatrization is very slow. 

— Joseph K. Narat, M.D. 


tumori cosiddetti misti a sede extrasalivare). G. C. 
Rasotti, V. Monest, and U. VErRonesi. Atti Soc. 
lombard. sc. med., 1956, 11: 111. 


THE AUTHORS report 3 cases of mixed tumors of 
extrasalivary origin which were located in the scalp, 
breast, and cheek. These 3 tumors represented 1.9 
per cent of all the mixed tumors seen at the National 
Tumor Institute of Milan, the remainder all being 
of salivary origin. The authors discuss the various 
theories of origin of such extrasalivary tumors and 
conclude that they most likely originate from the 
sweat glands present in the skin. 
—George L. Nardi, M.D. 


Malignant Tumors of the Buttocks; a Survey of 46 
Cases. E. M. McConnett. Brit. 7. Surg., 1956, 44: 
103. 


Ma ticNanT Tumors of the buttock area are uncom- 
mon. Forty-six cases seen over an 8 year period are 
presented. The tumors are divided into five groups 
and listed in order of frequency. 

1. Primary malignant tumors of bone. 

a. Sarcomas. There were 20 cases of sarcoma, all 
but one in males. They were more common in the 
older age groups. Fifteen of the lesions arose from the 
ilium, 4 from the ischium, and one from the sacrum. 
Pain in the buttock and/or of sciatic distribution was 
the presenting symptom in all but one case. Swelling 
of the buttock occurred in 4 patients, one of whom 
attributed the swelling to trauma. Duration of the 
symptoms prior to medical advice was usually less 
than 6 months. Associated bone disease was present in 
7 patients, 5 of whom had Paget’s disease, one had 
ricketts, and one had multiple exostoses. A history of 
trauma to the region was obtained from 5 patients. 

The tumors all attained a large size, the largest 
being about 15 cm. in diameter. They spread into the 
adjacent bones and into neighboring connective tis- 
sues and muscles, forming large irregular tumor 
masses, and stretching, or in some cases ulcerating, the 
overlying skin. Extension also occurred inward into 
the pelvic cavity. 


So-Called Mixed Tumors of we — (Sui 


The prognosis of this group was poor and the su. 
vival time was a matter of months in most cases, only4 
patients surviving longer than 12 months. Intrathoracic 
metastases occurred in 4 cases. 

Radical removal of the tumor was attempted twice, 
One patient died shortly after the operation and in 
the second a recurrence occurred within a few months, 
Twelve patients received palliative radiotherapy with 
temporary relief from pain and in some cases also a 
regression of the size of the tumor. 

In 10 patients histological examination of the tumor 
was carried out. Three of the tumors were chondro- 
sarcomas, 4 fibrosarcomas, 2 pleomorphic sarcomas, 
and one was an osteogenic sarcoma. Among the remain- 
ing 10 cases there were 6 in which the radiological 
and clinical features were those of osteogenic sarcoma, 
and 4 in which the condition was found to be soft 
tissue sarcoma. 

b. Chordomas. There were 3 cases of chordomas, 
all in elderly patients. Each presented with a long 
history of low back pain. Radical excision was per- 
formed in each case but all of the patients died within 
3 or 4 years after the onset of the symptoms. 

2. Primary malignant tumors of the extraosseus 
connective tissues. There were 10 patients in this 
group, varying in age from 15 to 84 years. There were 
6 female and 4 male patients. The most common 
symptom was unilateral swelling of the buttock, fol- 
lowed in 2 cases by pain. Pain was the presenting 
symptom in only one case. The duration of the symp- 
toms before medical treatment was sought was longer 
than in group one, being more than 12 months in7 
cases. 

An attempt at radical excision was made in each 
case. The tumors varied in size from 5 to 25 cm. in 
their longest axis and they lay between the gluteal 
muscles. There were 4 fibrosarcomas, 2 myxosarcomas, 
and 1 each of spindle-celled sarcoma, mesonephroma, 
pleomorphic sarcoma, and liposarcoma. 

There was a marked tendency toward local recur- 
rence and in 4 cases the growth recurred several times. 
The survival time of these patients was of longer dura- 
tion than of those in group one, all patients surviving 
12 months from the onset of symptoms, and 7 with 
survival periods which varied between 2 and 17 years. 
Metastatic deposits were present at the time of death 
in 4 patients, 2 of whom were free from residual tumor 
in the buttock. In the remaining 7 patients large local 
recurrences were also present. 

3. Metastatic tumors. Carcinomatous metastases to 
the skeletal system is common, but only a small per- 
centage of these growths manifest themselves clinically, 
either through the development of pain, a pathological 
fracture, a palpable tumor, or involvement of the 
spinal cord. Blood-borne metastases in voluntary mus- 
cles are rare. 

In the present series there were 3 patients in whom 
the initial symptoms were due to a solitary metastasis 
in the innominate bone, and 3 in whom the initial 
symptoms were due to a solitary metastasis in the 
gluteal muscles. Pain was the usual presenting symp- 
tom. The common site of origin was a bronchogenic 
carcinoma. The prognosis was also poor in these pa 
tients, but all survived at least 6 months from the onset 
of symptoms and 4 survived for longer than 12 months. 
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4. Primary malignant skin tumors. These were un- 
common in the buttock region. There were 2 squamous- 
celled carcinomas and one basal-celled carcinoma. 
Two were treated by radiotherapy and one by exci- 
sion. All of the patients have been symptom-free since 
treatment. 

5. Miscellaneous tumors. This group included 4 
tumors in young patients. They were of doubtful cyto- 
logical type and origin. The disease was rapidly pro- 
gressive and caused death within a few months of the 
initial symptoms, with widespread metastases. 

In summary, the two most common presenting 

ptoms in this series of tumors were pain, either in 
the low back or of sciatic distribution, and swelling. 
The duration of symptoms before medical advice was 
sought was longest in the primary skin cancers (more 
than 10 years), shortest in the sarcomas of bone and the 
metastatic carcinomas (usually less than 6 months), 
and intermediate in the chordomas and soft tissue 
sarcomas (usually 1 to 2 years). Secondary growths 
were common except in the cases of skin carcinoma 
and chordoma, in which they did not occur. Ante- 
cedent trauma occurred in 5 of the 20 patients with 
bone sarcomas. The prognosis was very poor, cure 
being effected in the skin cancers only. Among the 
other groups of tumors the longest average survival 
time was found in the sarcomas of the soft tissues (4 to 
5 years). —Robert Paradny, M.D. 


Intra-Arterial Nitrogen Mustards in the Treatment of 
Malignant Tumors (Le azoipriti per via endoarteriosa 
nel trattamento dei tumori maligni). E. Basie, R. 
CarzonE, and V. Russo. Boll. oncol., Rome, 1956, 
30: 605. 

Tue AUTHORs review the literature and report their 

personal experience with 8 cases of malignant tumor 

treated with nitrogen mustard. Seven tumors were 
in the head and one tumor was on the hand. The 
tumors were too extensive for en bloc radical surgery. 

The authors find that their results compared 
favorably with those reported by other workers. The 
nitrogen mustards are more active when given intra- 
arterially than when administered intravenously. 
There is a different marginal action on malignant 
tissue than on normal tissue, but when the action is 
increased the nitrogen mustards become toxic for 
normal tissues. The technique is difficult, and it is 
not always possible to continue the treatment. This 
form of treatment is justified in the treatment of 
extensive inoperable tumors. 

The authors believe that intra-arterial injection of 
nitrogen mustards can be used after ample excision 
of the tumors to destroy residual neoplastic cells. 
Another indication for this form of treatment is to 

some inoperable tumors operable. 
—Lucian 7. Fronduti, M.D. 


Experimental Investigations on Potassium in Sur- 
gery; Clinical Applications (Recherches expérimen- 
tales sur le potassium en chirurgie; applications 
cliniques), René Fontaine, Paut ManpeL, J. Dano, 
Tu. Kren, and BreIrENsTEIN. Sem. hép. Paris, Ann. 
chir., 1956, 32: 1045, 


Tae aurHors first performed potassium balance 
studies on rats placed on a diet deficient (1.2 mgm. 
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per day) in potassium (K). (The normal K intake is 
97 mgm. per day.) There was an immediate, sharp 
reduction of K elimination in the urine and feces. 
The amount excreted exceeded that ingested for about 
40 days, at which time the rats attained a plateau of 
excretion of about 2.4 mgm. a day. In spite of the 
negative K-balance, the serum-K and cellular-K re- 
mained essentially normal. This was due to the fact 
that the skeletal muscles as well as the kidney and 
liver (but not the myocardium or brain to a signifi- 
cant degree), which are reservoirs of K, continued to 
release it into the blood. 

The practical application of this phenomenon is 
that if a significant K-deficit is found in the blood, it 
is safe to conclude that the tissue deficit is already con- 
siderable and that there is a marked disturbance of 
the K-metabolism. At this point edema of the ears of 
the rats becomes manifest and is sometimes accom- 
panied by ulceration. 

Homeostasis explains why K-deficient animals 
withstand operative procedures such as laparotomy 
or amputation of the limbs quite well. As a corollary 
to the ability of the animal to mobilize cellular K 
from the tissue reserves, the animal possesses the ca- 
pacity to store K. After return to a normal diet or a 
diet high in K, the animal retains much of this in- 
gested cation and restores losses from the muscle and 
other reserves. 

The human subjects studied consisted solely of pa- 
tients who had been ill for weeks or months and were 
restored to positive nitrogen and K-balance. They 
were unlikely to reflect serious losses of proteins or 
electrolytes in the first few days following major ab- 
dominal surgery. Thus, in patients to be subjected to 
total gastrectomy or transthoracic esophagectomy, 
the authors first established baseline balances. It was 
found that if these patients were prepared before 
operation so that they were in positive nitrogen and 
K-balance, loss of protein and of K the first 5 to 8 
days after major surgery was of no clinical signifi- 
cance. Replacement of the estimated blood loss and 
the intravenous administration of serum and glucose 
in water were adequate. 

The authors conclude that no patient should be 
subjected to major visceral surgery before he is in 
positive nitrogen and electrolyte balance. Oral is pre- 
ferred to intravenous alimentation and in the im- 
mediate preoperative period a high protein diet and 
4 gm. of potassium chloride a day are recommended. 
This regimen assures tissue stores adequate to com- 
pensate for the “stress” losses attending major sur- 
gery, and to carry the patient through the post- 
operative phase without the necessity of urgent intra- 
venous replacement therapy. 

— Edwin 7. Pulaski, M.D. 


Changes in Cutaneous Electrical Resistance During 
Re-innervation of Tubular Skin Grafts (Modifica- 
zioni dei valori della resistenza elettrica cutanea quale 
test nella parabola evolutiva di lembi tegumentari in 
fase di autonomizzazione). CARLO DE STEFANO. Gior. 
ital. chir., 1956, 12: 617. 


THE AUTHOR reviews various theories of the re-innerva- 
tion of tubular flap grafts. After studying many pa- 
tients with such grafts he thinks that measurement 


Sur- 
ly 4 
acic 
‘ice, 
1 in 
ths, 
vith 
0a 
mor 
nas, 
ain- 
ical 
ma, 
soft 
nas. 
ong 
per- 
thin 
this 
vere 
non 
fol- 
ting 
mp- 
ger 
in 7 
‘ach 
in 
teal 
nas, 
ma, 
nes. 
ring 
vith 
ars. 
ath 
mor 
$ to 
lly, 
ical 
the 
1US- 
om 
asis 
tial 
the 
np 
nic 
aset 


208 International Abstracts of Surgery - August 1957 


of the electrical resistance of the skin in the tubular 


graft may reveal the amount of sympathetic re-inner- 


vation that has taken place. He states that as a base 
line normal skin on the contralateral side must be 


used, and that the measurements have no value 
per se. 


In general, the resistance is not the same through- 


out the length of the tube but is usually higher in the 
middle. During the first 48 to 72 hours the values 
are usually quite low. After about 2 weeks the resistance 
increases so that it becomes greater than the same 


skin area on the contralateral side. The injection of 


pilocarpine always resulted in a lower resistance on 
the intact side as compared to the graft. The author 
has hesitated to draw any definite conclusions on the 
basis of his findings, but suggests this as a valid method 
of measuring the restoration of cutaneous sympathetic 
innervation. —George L. Nardi, M.D. 


DUCTLESS GLANDS 
The Thyrohypophysial Syndrome; Hypophysial Eye 


Signs (Including Exophthalmos) Without Thyro- 


toxicosis (Solitary Thyrohypophysial Syndrome) 


and Their Treatment by Roentgen Irradiation of 


the Pituitary Region. B. A. Lamperc. Acta med. scand., 
1957,.1562 391. 


FOURTEEN PATIENTS, 8 women and 6 men, with thyro- 
hypophysial syndrome without any signs of manifest 
thyrotoxicosis were studied. In 1 of the patients 
clinical thyrotoxicosis developed, and in 2 there had 
apparently been an abortive thyrotoxicosis prior to 
the first visit. Nine patients were followed for a con- 
siderable length of time, and in 5 of these pituitary 
irradiation was administered. Of 5 patients subjected 
to pituitary irradiation, 2 failed to present themselves 
for follow-up examinations. 

In 5 patients with hyperophthalmic Grave’s disease 
with euthyroidism treated by pituitary irradiation, 
an immediate response in the clinical eye syndrome 


and the exopthalmometry values was observed after 
therapy in practically all of the cases, and the later 
course was satisfactory in 3. The author concludes 
that pituitary irradiation therapy is beneficial in these 


solitary cases, just as it has been for postthyroidectomy 
patients and for patients with actual thyrotoxicosis. 
—Gilbert S. Campbell, M.D. 


EXPERIMENTAL SURGERY 


Studies on Wound Healing, with Special Reference to 
the Phenomenon of Contracture in Experimental 
Wounds in Rabbits’ Skin. R. E. BittincHam and 
P. S. Russevu. Ann. Surg., 1956, 144: 961. 


Tuts REPORT is devoted to further investigation of 
the contracture process in surface wounds of the rab- 
bit. Standard wounds, 6 by 5 centimeters before cut- 
ting, and either just through the dermis and leaving 
the underlying panniculus, or through the panniculus 
to the fascia were employed. The measurements were 
made by tracing the wound outline on cellophane 
and then determining the area with a radial plani- 
meter. The data so obtained are analyzed by sound 
statistical principles. 

The importance of contracture in the closure and 
restoration of skin function is well documented. Con- 
tracture is found to be remarkably uniform for wounds 
with straight sides, while it is reduced for circular 
wounds. Contracture is definitely a process of the 
poorly differentiated mesenchymal or granulation 
tissue of open wounds. The authors discuss the effect 
of chronological age, the presence of recent wounds in 
remote locations, and the effect of cortisone acetate 
on contracture. They also evaluate the changes in 
contracture produced by thick cutaneous grafts and 
by lyophilized grafts. 

The contractile force appears reduced in circular 
wounds and is somewhat less potent in older animals. 
There is no demonstrable effect of distant wounds 
upon the contracture process in secondary wounds. 
Cortisone acetate slows the rate of contracture, and 
this effect is not related solely to its ability to inhibit 
the formation of granulation tissue. The coverage of 
open wounds with a full-thickness cutaneous graft 
has a profound inhibitory effect upon contracture 
whether this is done immediately or after the con- 
tracture process has been well established. 

—Robert W. Williams, M.D. 
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